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PRESIDENTIAL ADDRESS 
ACADEMY OF MEDICINE, TORONTO 
‘ By D. J. Gs Wisnart, M.D. 


| HESITATE to appear before you this evening and from this 
seat to address you upon subjects upon which I feel so ignorant. 

This Academy which I watched through its pre-natal develop- 
ment and at whose birth I assisted, has become in the ten years of 
its existence such a healthy thriving youngster with such a capacity 
for earnest achievement, and withal, with a wilful temper requiring 
guidance and perhaps the curb, that my heart may well fail me lest 
I come short in making the year of my official control one of 
distinct progress. 

The rule by which you enlist for three years the services of 
the individual selected for your highest office—the first year as 
vice-president, the second as president and the third as consultant 
in chief—is, to my mind, most wise for thereby he is at once trained 
and stimulated. 

It is my pleasing duty to direct your thought first to the pro- 
gramme for the year’s study. The programme should be annually 
prepared in advance with a view to definite progress in a scientific 
direction. It should not be arranged haphazard or capriciously. 


Each eminence gained upon our path opens up vistas of land - 


unexplored. It is given to our profession to pursue as fascinating 
an exploration of new truths as ever it was to those intrepid voyag- 
eurs who threaded their way across the ocean, entered the Hudson 
Straits or the mighty St. Lawrence and blazed their path across 
this continent to the Pacific. It may be, at times, a false idea, 
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an ignis fatuus which leads us on—and we may in our zeal, venture 
to name our mighty rapid a Lachine—but still it is truth and truth 
only that is our one endeavour.: 

Our pursuit must never be aimless and I invite the executives 
of each of the sections to assist in directing the forces of the succeed- 
ing year in such a way as will ensure a maximum of success and a 
minimum of wasted effort. The suggestions thus handed on will 
ensure a steady development. 

Even as it is, what a wealth of experience is available for each 
of our fellows who makes his attendance a serious effort, who takes 
the programme and directs his reading along the lines it suggests, 
and makes it a resolve to assist his fellows onward. As iron sharp- 
eneth iron so will such a fellow increase the usefulness of his section. 

We hope to issue an advance notice of our season’s course of 
study and invite your careful perusal thereof, and a regular prepara- 
tion for each evening’s task. 

During the summer your officers have had a few. matters of 
importance to transact. The Commissioner invited us to a couple 
of final interviews upon the position taken up by the followers of 
the various cults seeking to assist us in the pursuit of medical truth, 
and we have reason to expect that his report has been finished, 
and that its proposals will presently be laid before the Government 
and the public. There will be need of a close scrutiny of this 
report by every Fellow, in a united endeavour upon our part to 
secure our one aim, that every student of medicine, in the widest 
application of the term, be required to take the one full course of 
study and pass the required tests, after which he may practise 
as he may elect. 

It is interesting to note in this connexion that the labour and 
research of our past president, Dr. Ferguson, in the preparation 
of the articles upon ‘‘False Systems of Healing’’ has been recognized 
officially by the American Medical Association’s Council on Medical 
Education. 

As you are aware, the Academy held a special meeting in 
July and placed upon record its view upon the failure of the Govern- 
ment to place the care of the returned soldier in such hands as the 
profession could trust and respect. I regret to say that matters, 
up to the present, have not been improved, nor have either the 
daily press or the Government shown any serious appreciation of 
the fact that the questions involved are primarily medical and as 
such amenable only to a medical tribunal. 

The Academy has also taken _ to meet the attempt to 
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victimize the public by the exploitation of various alcoholic bever- 
ages known as ‘“‘Tanlac’’, etc., etc., and trust that presently we 
shall see the termination of this newest method of trading upon our 
aches and ills. 

The House Committee has made new arrangements regarding 
the caretaking, and measures to prevent a recurrence of the dis- 
comfort occasioned last winter through inadequate heating. 

Shortly after the inception of our Academy, steps were taken 
to ensure for our citizens a supply of healthy milk, and a Milk 
Commission was appointed by this body. The result upon the milk 
was very beneficial, but the process has been costly to the public 
pocket. Is it not time that we as an Academy urged a further step 
forward, the municipalization of the entire milk trade of the city, 
including the control and ownership of the dairy farms, the purifica- 
tion and preservation of the milk, and its distribution to the citizens? 
This would greatly cheapen an essential article of food, by the cutting 
out of competitive advertising, and the present prodigal waste of 
time and labour in distribution. 

As an Academy, our duty with regard to venereal diseases 
is not yet discharged. 

The striking increase in ‘the prevalence of venereal diseases 
in Canada is a question that must interest the whole medical 
profession. There are those who insist that the increase does not 
exist, but stubborn facts make apparent the falseness of their 
claim. The reluctance of legislative bodies to deal with this 
question is to be greatly regretted and there can be no reason why 
this province should not include these diseases in the Contagious 
Act. <A very slight alteration of this Act would enable the police 
and other authorities to place the dangerous elements in society 
under control. The women of the street, who at present are at 
liberty to come and go as they please and who carry on their 
wretched traffic unhindered, could thus be taken care of and treated 
in the early stages of disease. This would enable the authorities 
to weed out the defectives among these classes and as a great 
proportion of the women actually engaged in the illicit traffic 
are definitely feeble-minded, they might be segregated, if the citizens 
would wake up to their responsibility. 

It is, in my opinion, the duty of every physician to educate 
the people of the community to a knowledge of the present peril 
and to suggest this most sane way of dealing with it. 

The well-known cover of Bairnsfather’s ‘Fragments from 
France”’ bears the cartoon of two Tommies sitting in their dug-out 
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contemplating the effect of a well-placed enemy shell, and remark- 
ing, ‘‘There goes our blinkin’ parapet again,’ an endeavour by 
the artist to give utterance to the feeling of being—as the ‘‘Student 
in Arms” has it—‘‘blasphemously fed up.” We, as an Academy, 
are “blasphemously fed up” with the misdirection of the medical 
side of Canada and the great war by our Government and our 
Militia Department. The profession in Canada has always occupied 
a high position, in the standing of its institutions of medicine, in 
the training and quality of its rank and file, and in the skill and 
wisdom of its leading practitioners—but we fail to note that a single 
endeavour has been made by those who govern to make use of 
these in any fair and proper way, although our profession has been 
equal, at least, to that of any other of the Allies, in’ the way it has 
come forward to assist—and to die when needful. 

Compare the action of the United States. No sooner was 
war declared than the acknowledged leaders of medicine in every 
single department were called to Washington to consult on the 
most scientific way in which the trained profession could be utilized, 
and these committees were given full control as to the selection of 
men to fill the various positions. To take one instance—the oto- 
laryngologists were listed to the number of 5,488, and in July 


every one of these men was circularized, and the reply card: 


indexed. In Canada, it has been most haphazard. -A few of 
our leading physicians and surgeons have been sought out, but 
the majority have not been called on, and in not a single instance 
—except this summer when the Dominion Medical Council was 
invited, I understand, to offer some suggestions—have any of our 
medical associations, university or scientific bodies, been used for 
their legitimate purpose. There has been no ‘“‘Win the War” 
policy in medicine. 

The recent action of our College of Physicians and Surgeons in 
circularizing the Ontario profession is a step forward, but for this 
the government cannot claim credit. 

The result of this lack of initiative is self-evident. There has 
been a complete break-down. The C.A.M.C. is considered by 
a Parliamentary Committee to be a failure; there is a committee of 
laymen placed in charge of returned soldiers; our respected Fellow 
and guest, General Fotheringham, has been dallied with so long at 
Ottawa that his resignation has been sent in; there is no permanent 
surgeon-general at Ottawa in whom the profession can place con- 
fidence, and if there were, he would not have a voice at the table 
of the militia council. My thought upon this subject is well 
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expressed in an editorial of the Journal of the American Medical 
Association, of July 28th: 

‘“The medical service has not been given the rank and authority 
which its importance deserves, and the work of the medical depart- 
ment, and the views and opinions of medical officers, have not been 
given sufficient weight by military men. To permit an officer 
with military training alone, no matter how high his rank or how 
brilliant his attainments as a soldier, to dictate conditions regarding 
the hygiene and sanitation of troops and the management of 
hospitals is as ridiculous as it would be to give a surgeon authority 
over the artillery or the aviation corps. Subject always to the 
necessities of warfare, the military and medical services must be 
on an equality. Each line of activity requires highly specialized 
technical training. To permit either one to encroach on the field 
of the other is.not only absurd, but is often suicidal. Especially 
should there be the closest coérdination and coéperation between 
the military and medical officers in order that the medical Corps 
may be of the greatest assistance. This is the lesson which Japan 
learned in Manchuria, and which the British have demonstrated 
on the Western front.”’ 

And in the utterance of Lord Esher, in the London Times, 
of February 3rd: 

“‘Certainly the control of the adjutant-general’s branch over 
the Royal Army Medical Corps was and is responsible not only 
for the early failure to grip the. medical factors of the war, but the 
hampered conditions under which the Surgeon-General worked. 
His triumphs and those of the Royal Army Medical Corps have 
been achieved in spite of obstacles that the subordination of science 
to ignorance, and of elasticity to military discipline explains, but 
cannot justify.” 

The passage of the Military Service Act, at Ottawa, raises two 
questions of intense interest to our profession. First, What number 
of army surgeons can the profession of this country legitimately 
supply; and, second, Shall students entered upon their course of 
medical study be liable to the draft? 

In August last, the Central Medical War Committee of Great 
Britain informed the Government that after a careful survey of the 
whole of England and Wales, it is of the opinion that no more 
physicians can be called on to take commissions in the Army 
Medical Corps, without seriously endangering the supply of physi- 
cians for the treatment of the civil, community. 

In Australia the stress has become so great that the senior 
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practitioners are being called upon to come forward and take on 
the younger men’s job, and it is announced that the Department of 
Defence will send to France within the next two months every 
available physician. 

In New Zealand we are informed that iy regards medical 
service for the civilian population the position is now becoming 
very acute”. The minister of public health there recently pointed 
out the absolute necessity which had arisen for the mobilization 
of the medical services, and the exercise of control in the location 
of physicians. 

I have recently been invited, semi-officially, to ascertain who 
among the Toronto practitioners beyond the army service age 
are ready to step forward and assume the duties of house-physicians 
and surgeons, laboratory and dispensary assistants. 

So far as figures are obtainable, 75 per cent. of the classes 
which have been graduated at our University since the war began 
have joined the C.A.M.C., or R.A.M.C. For three years past, 
therefore, the accessions to the ranks have been inadequate to 
supply the loss through death. 

The second question is also important. This arose first in 
Britain, where, as it has proved unfortunately, all students of 
medicine under the fourth year were drafted as combatants. In 
the United States the question is now to the fore. The registration 
recently made covered 8,983 students of medicine, or 85-9 per 
cent. of all students upon the rolls of the medical schools. In 
Canada, at the outset, the men in the senior years were advised to 
remain at their studies, but the juniors were not discouraged from 
enlisting. The draft will affect as large a proportion of the medical 
student body in Canada as in the United States. There, however, 
the question has been solved by the ruling of the President, that all 
hospital interns, and medical students of the second, third, and 
fourth years, may be enrolled in the Enlisted Reserve Corps of the 
Medical Department, and pursue their studies while remaining in 
the military service of their country, but always liable to a call to 
service by telegraph or letter. 

A resolution was adopted by the Canadian Medical Association 
at its last meeting in Montreal, urging upon the Government the 
necessity for the mobilization of the entire profession, in order that 
all those fitted for service overseas by age, and health, and freedom 
from family duty, might be sent forth, and further that all others 
might be assigned to such service at home as their training, and the 
necessities of the Country demanded. 





. * 
~~ + 
Sehr Sarat ada boa neh 


FOE 


Sa 


eg aati yA 
/ 





niet $25 RO ee 


2 iS Siaieablbasnscesis ini buses ea 


Satins = Ea 


firs naa a | in an 
¥ 











ASSOCIATION JOURNAL 967 

The war is making great demands indeed upon our profession. 
I do not know of any other profession, where similar incomes have 
been thrown to the winds at the call of duty, and yet we must be 
prepared to do still more. 

It will be wise if this-Academy make representations to the 
Government both as to the best means of providing medical atten- 
dance for the people at home, and their sons overseas, and also 
as to the provision of a continuous supply of students, to fill the 
ranks of the profession depleted by death and enlistment. 

It is also true that the relatively low rank under which medical 
officers serve, handicaps their work both individually and collect- 
tively, and in Canada a low estimate has been placed upon the 
Army Medical Service, the result: of defective legislation which 
should have been remedied long since. 

It is not too late yet for the Government to summon “‘intelli- 
gence’”’ to its aid. Numbers of our profession have gained experi- 
ence through service that would make it possible for them to give 
advice that would bring order out of the chaos that exists, and it 
is due to the high intelligence of our profession that the Govern- 
ment get the best advice which the leaders of medicine can supply. 
But we want no party politics. Let efficiency alone be considered, 
whether in appointments in Canada, Great Britain, or the field. 

In looking over the work of our Academy in its many phases 
I am confronted by the surprising fact that we have as yet made no 
attempt to establish a Historical Museum. There are many in- 
teresting details connected with medical institutions which have 
passed out of existence, with leaders of the profession who are 
dead and gone, historical facts, relics of those we respected, medical 
diplomas, documents, etc., etc., which it should be the business as 
well as the profit of our Academy to collect and collate. 

With the cordial permission of your council, I have appointed 
a committee of interested Fellows, and have great pleasure in 
handing the treasurer a cheque to form the nucleus of a special 
fund to start this branch of our legitimate work. I invite your 
codperation. Give your ideas and information to the members 
of the committee, and keep an eye open to every opportunity which 
offers to obtain material for our historical museum. 

Where questions of public welfare relating to medicine are 
concerned, the great obstacle to the proper presentation of the 
weight of medical opinion before parliament and the public, has 
been the lack of organization of the profession. Little attempt, if 
any, has been made to achieve this end by the College of Physicians 
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and Surgeons, who stand, naturally, as the representatives of the 
profession in this province, nor has this slight attempt been fol- 
lowed by any measure of success. 

The Ontario Medical Association, as the Provincial Branch of 
the Dominion Association, has been labouring for some years to 
evolve a scheme, and basing its efforts, to an extent, upon the plan 
followed so successfully by our confréres in the United States, 
hopes this fall to put the matter through its final stages, and secure 
a ready and certain method of bringing medical opinion to bear 
the full weight to which its training and intelligence entitle it. 

It is unnecessary to point out to this body the need which 
has brought this action about. There are so many questions in 
which it is highly necessary that the profession speak out with a 
concerted voice so that the public may be informed, or warned: it 
may be; or, on the other hand, that a professional body exists, which 
the representatives of the public may consult before legislation is 
finally enacted. The success of this Academy is largely due to 
the influence it has exerted upon such questions as the Workmen’s 
Compensation Act—the presentation of evidence before the Medical 
Commission, etc,, and those who attended our annual meeting last 
May and listened to the reports of our various committees, must 
have been amazed at the scope of our energies. If the Academy 
of the capital of the province could accomplish so much, what cannot 
be effected by a properly organized body representing the entire 
medical opinion of the Province and later of the Dominion, if we 
can induce the profession of the other provinces to follow our 
example? Had a Dominion body existed, such as I have indicated, 
we should not have seen a body of laymen appointed to tell the 
profession what to do medically for the returned soldiers. 

To my way of thinking, whether it be in matters military, 
hospital, or of public health, the effect of legislation has been to 
bring it about that our profession has been degraded to be the hewers 
of wood and drawers of water for those who advertise themselves 
as being business men, and this reproach ‘‘that we of the profession 
are not business men’”’ is often hurled at our heads. By the re- 
organization which is planned, every reputable physician in the 
province will have an opportunity of expressing his views upon all 
matters of public import medically, and in such a way that no leg- 
islative body can afford to pass them over lightly. 

While the public has a duty to the profession, the profession 
on its own side has a duty to the public, and the occurrence of 
such unfortunate incidents as took place in connexion with a well- 
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known criminal case of the past summer in this city is a disgrace 
to us. 

Ignorance of responsibility by the attending physician and the 
hospital authorities is a reflection upon the training of the student, 
and the knowledge that every licensed practitioner should possess 
of the code of ethics which we profess. 

Are you each personally aware that you are obligated to obey 
a code of ethics? I wonder. Nevertheless the law does not excuse 
a man because of ignorance, and our By-law No. 10 is decisive. 
We are bound by the code of ethics of the Dominion Medical 
Association. How many of you have even read these, let alone 
committed them to memory, and yet you are bound to these by 
oath. Iam afraid students enter upon the study of medicine too 
often as a means of livelihood, or business, and do not know that they 
thereby assume great responsibilities. As was stated in a Globe 
leader of a few weeks since: 

‘Medicine is not a private profession. The medical man to- 
day is not merely a private practitioner, he has a social obligation; 
he is a trustee for society, his duty to his patient and to his patient’s 
friends must be read in the unwinking light of his own social 
responsibility as a guardian of public life and a leader of public 
opinion.” 

‘“‘The public good is the moral standard by which professional 
service is tested.”’ 

‘‘Privileges recognized by the public and protected by parlia- 
ment give duty supreme claim and make that obligation binding 
upon every member of the profession.” 

I am not desirous of depreciating the high standard of conduct 
which characterizes our Fellows. My wish is to point out that 
we must force all the members of our profession to recognize that 
they must think and act as we do, or leave our ranks. We are far 
too lenient with those who commercialize our calling. We are 
disposed to protect the failings of our brethern, even when we 
recognize that those failings are due to a low moral standard, and 
not to the inadvertences which the experience that comes with 
years will remedy. Medical science is advancing rapidly. No one 
among the public can point the finger of scorn at what our profession 
is doing for the world. Are we at all keeping pace with this ad- 
vancement in the recognition of our moral and ethical responsi- 
bilities? Is the practitioner of. to-day standing in each community 
upon a higher plane than did his predecessors? Is he the leader 
in all measures for the public good? 
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We boast of our advance in knowledge, but ‘‘knowledge is 
power, and power is not for personal advantage, or for private 
gain, but for social service, and for the public good.” 

Let us beware where we stand, lest we fall. 

The very humblest man or woman who receives the license 
to practise medicine should know that by that act, the honour 
of the highest of the professions is committed to their charge; 
that whether they walk abroad or sit at home—they embody in 
their persons the dignity and moral responsibility attached thereto, 
and that they stand pledged as the Hippocratic oath has it, ‘‘that 
with purity and with holiness they will pass their lives and prac- 
tise their Art.” 

What can we do, beyond individually setting the highest 
example we know how; frowning down all suggestions in thought 
or expression which savour of a lower standard; seeing to it that 
our new Fellows, as they are elected, receive instruction in the rules 
which govern our conduct, and requiring of those bodies which 
educate students of medicine, a definite course of teaching from 
such living exponents of our standards as one whom I see before 
me to-night. 

Personally, I have always regretted that such matters form 
so unimportant a part of the medical curriculum at the universities, 
nor can I find that a graduation oath is demanded by the College 
of Physicians and Surgeons, or by any of the universities of this 
province, with the exception of Queen’s, while that administered 
to the graduates of McGill is in Latin. 

It may be asserted than an oath has little weight, but no 
Masonic initiate could forget the oath he takes—and its adminis- 
tration would, at least, serve to draw the attention of the attes- 
tant to the solemn character of the service upon which he enters, 
and there is no reason why every practitioner should not legally 
be compelled to keep a copy of the oath in a prominent place in 
his office as a perpetual reminder of his duty. The oath should be 
administered at graduation in no merely formal way, but with a 
solemnity befitting its nature. 

The sin of the educated practitioner is, as a rule, one of ignor- 
ance, and as things are now conducted, there i is little wonder that 
this ignorance exists. — 

An evil which has been very prevalent among the profession 
to the south, and which was a factor in the inception of the Ameri- 
can College of Surgeons, has shown its Hydra head in Ontario and 
in Toronto. I refer to fee-splitting. 
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To mention it is to condemn it. It is a frankly dishonest 
transaction which stamps as a fraud the practitioner who demands 
his pound of flesh. It destroys all possibility of the patient obtain- 
ing an honest opinion from his attendant if that attendant is to 
share in the fee of the operator to whom the patient is referred by 
his attendant. Timothy was assured by St. Paul that the love 
of money was the root. of all kinds of evil. This is one of the evils 
which not only injures the parties to the transaction, but commer- 
cializes the profession and gives sure and certain ground for dis- 
trust on the part of the public. 

It is to the interest of this Academy to ‘‘wage a relentless 
war of extermination upon this degrading and dishonest practice, 
so fatal to professional honour and integrity’. 

I am credibly informed that men in this city have endeavoured 
to solicit the operative work of practitioners upon the frankly stated 
basis of a fifty-fifty division of the fee, and I have personally been 
solicited by a general practitioner to state what percentage he 
might expect to receive upon referred cases. The physician who 
sells his soul of honour for a paltry fee, and the would-be surgeon 
who builds up his experience upon cases referred upon a financial 
basis of share and share, are equally abhorrent, and with your 
help we will drive them from our midst. 

This naturally introduces the subject of the training of the 
surgeon. Surgery has been well defined as ‘‘a science founded 
upon certain fundamental principles, without a thorough knowl- 
edge and understanding of which, no man can do himself or his 
patient justice’. As Dr. Finney has said: 
| “No doctor, no matter who, without a thorough surgical 
training, has the moral right to attempt to make a practice of 
surgery. He may succeed in doing certain minor operations or 
even certain major operations, well; he may learn to do mechanic- 
ally certain things satisfactorily to his patient and to himself, and 
he may have a fair percentage of success; but, sooner or later he 
will meet his limitations, and in attempting to go beyond these, 
with his small and imperfect equipment, some of the catastrophies 
of surgery will happen, and then who pays the price of his temerity 
and ignorance? Yes, let me repeat, surgery is far too serious a — 
matter to be lightly undertaken by those who are not thoroughly 
trained in the fundamental principles underlying its proper per- 
formance.”’ | 

It is not necessary to leave this city to see in well equipped 
operating rooms, heinous crimes committed against the most 
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fundamental surgical principles and technique. These are done 
by men who for the gain of filthy lucre would shorten the regular 
and necessary steps to a reputable surgical practice. They will 
not agree to spend several years as an assistant and understudy 
to a surgeon of experience, but by various underground expedients, 
solicit cases upon which they may try their prentice hand. 

No hospital which values its reputation or which appeals 
to the public for financial support upon humanitarian grounds, 
has the slightest right to open its operating rooms to any but tried 
and experienced surgeons of established and good repute, unless it 
be in the capacity of assistant only. 

We read everywhere articles suggesting that the one great 
effect of the war will be a new world—a fresh outlook, an upsetting 
of accepted aspects of truth—a fundamental change. In fact, 
it will usher in a reign of “‘peace and good-will to men’. What, 
we are asking, will be its effect upon medicine? 

Those of you who have read the second volume of ‘‘ A Student 
in Arms” will have been struck by the chapter entitled ‘The 
Good Side of Militarism’’, where Donald Hankey refers to the 
fact that in pre-war days ‘‘self realization” was considered to be 
a primary duty of every man and woman and the words ‘‘Fear 
God and keep His commandments” amended to read “‘self realiza- 
tion’”’—but that as a result of military discipline as practised in 
the twentieth century by the democracies of the world, we have 
learned the ‘‘unimportance of individuality, realizing that in a 
national, a world crisis, it counts for nothing’”— the good soldier 
has learned the hardest lesson of all—the lesson of self subordination, 
to a higher and bigger personality. He has learned to. sacrifice 
everything belonging to him personally, to a cause that is far 
greater than any personal ambition of his own can be. 

In medicine we have seen great things—the death rate of the 
army from disease reduced far below that of the civil community 
in the times of peace; camp sanitation; the purification of water; 
minute attention to the bodily care of marching soldiers; vaccina- 
tion against typhoid and tetanus. These have achieved amazing 
results, and honours are pouring in upon those of our profession 
who have taken the lead in demonstrating what results may be 
obtained when medical science is utilized to the full. We are, 
everyone, proud of our own Colonel Nasmith, C.M.G. 

Is it not evident that the effect of all this is to exalt the pre- 
ventive side of medicine; to reveal to the world that syphilis, the 
care of the child of school age, tuberculosis, etc., etc., may be 
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taken out of the hands of the family practitioner and assigned to 
the care of the State? May these not be the signs of the times 
that the day of the competitive physician and surgeon is over 
and that presently he must become a member of a panel and have 
removed from him the opportunity to exploit his experience for 
mere gain—that as his training is even now largely paid for by the 
State so his employer hereafter may be that same body. The 
greatest good of the greatest number. 

What will follow will be—and already there are ominous 
movements in the not too solid ground on which we stand—that 
those who teach in our clinical and final subjects will be whole 
time men, paid by the State at a salary commensurate with their 
responsibility and with an equal allotment of money for the main- 
tenance of the laboratory side of each department. 

I am not a prophet, but let us not mistake, there are great 
changes coming. 

Fellows of the Academy of Medicine, let us then be up and 
doing, and remembering the words of our example, the Great 
Physician, ‘“‘work while it is day’’. 





THE services of a unit of American medical women have been 
accepted by the French government. The unit, which is under 
the direction of Dr. Caroline Finley, will leave for France shortly. 
The activities of the unit will be directed chiefly towards providing 
medical attention for the women and children in devastated 
districts but, if required, its services will be given to the wounded. 
A hospital of one hundred beds will be established in addition to 
small auxiliary units which will be provided with ambulances and 
operate each within a certain district. 
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THE TECHNIQUE OF NERVE SUTURE 
By S. Atwyn Smitu, D.S.0., Temporary Major R.A.M.C. 


Orthopedic surgeon in charge of the Welsh Metropolitan War Hospital, 
Cardiff; late surgeon in charge of the Granville Canadian 
Special Hospital, Ramsgate. 


HE experiences of nerve work as here related were gained while 

acting as surgeon-in-chief at the Granville Canadian Special 

Hospital in Ramsgate. This series of fifty cases covered a period 
ef eight months in 1916. 

It is with regret that I was unable, owing to the demands of 
the military situation, to follow up the majority of my cases as 
they were invalided to Canada at varying times from six weeks to 
six months after operation. 

I desire to point out certain details of the operative technique 
and in addition some of the general considerations of the treatment 
upon which stress is being laid by the profession at the present 
time. It has been possible to follow a few cases till results of 
operation began to manifest themselves, and full reports of six 
cases are appended. Cases ‘‘A” and ‘“‘B” are complete lesions 
of the musculo-spiral nerve. Case ‘“‘C” is an incomplete lesion 
of the external popliteal. Case ‘‘D” is an example of axillary 
aneurism complicated by incomplete lesions of nerves of the brachial 
plexus. ‘‘E” is reported to show an exaggerated form of traumatic 
neuritis. ‘‘F” is one of complete anterior crural paralysis anatomic- 
ally unsuitable for suture, showing the results of tendon trans- 
plantation. 

GENERAL CONSIDERATIONS 


The present policy of the Canadian authorities, as voiced by 
the director of medical services, is that Canadian troops with 
peripheral nerve ‘lesions be sent to Ramsgate. If operation be 
indicated and the patient is in a fit state by reason of his wounds 
to have this done, the operation is performed in Ramsgate, and 
after a certain length of electrical and postural treatment there, 
he is, as a rule, transferred to Canada. 


Read at the forty-eighth annual meeting of the Canadian Medical Association , 
June 13th, 1917. 





ASSOCIATION JOURNAL 975 


The reason for this is obvious, as it is generally accepted that 
the sooner damaged nerves are repaired the better will be the 
patient’s chances of a favourable end result. 

When the wounded are able to be transported to Canada 
rapidly, and special institutions are ready to receive them there, 
doubtless, all cases will be sent directly to the Canadian hospital 
supplying the area in which the individual may live, and then 
only will the treatment of surgical nerve cases become truly ade- 
quate. The surgeon in Canada will then have the opportunity 
of treating his cases from beginning to end, which will be a more 
satisfactory state of affairs for all concerned. 

Cases of peripheral nerve lesions require uninterrupted treat- 
ment for a considerable length of time. This can only be obtained 
in suitable institutions, fully equipped in order to be able to carry 
out the various forms of treatment required. On this account 
nerve suture work should only be done by surgeons attached to 
hospitals that can hold their various cases so that they may be 
treated to finality. Tendon transplantation is often available in 
cases where nerve suture has failed, and no man should be finally 
discharged until the question of its advisability has been debated. 

I have transplanted the primary flexors of the wrist to the 
primary extensors in several cases during the last year where nerve 
suture had failed or was contraindicated, and good results have 
been obtained. 

At the outset it is necessary to emphasize that surgery must 
run hand in hand with massage, electrical, and postural treatment 
in the nerve-suture cases. As before stated, any institution where 
nerve surgery is performed must be adequate to deal with cases 
in all these particulars. . 

The break in the treatment where cases are sent from Rams- 
gate to Canada is unfortunate, but at present unavoidable. 

It would appear that the close codperation between a surgeon 
and a neurologist is of importance. I was fortunate in having 
Major Colin Russel, of Montreal, as my confrére, and was much 
helped by his enthusiastic support in the combined treatment of 
these cases. 

All cases of complete lesion should be sutured as soon as they 
are diagnosed, provided they are fit for operation. Cases due to 
bullet wounds that have healed up rapidly may be safely operated 
upon within three weeks from the time the wound is healed. 
Wounds due to shrapnel or high explosive require a longer period 
of time, more especially where there has-been bone involvement, 
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destruction of tissue with consequent scar formation or the presence 
of fine metallic bodies. 

These cases often take long in healing, and it is a good working 
rule to wait at least three months after the wounds have well healed. 
Undue haste may be followed by sepsis on account of the latent 
infectivity that remains for a considerable period in this type of 
wound. I have operated on several such cases three months after 
healing, and have encountered small sequestra from healed com- 
minuted fractures, small metallic fragments and large areas of 
scar tissue. If a suspicious wound be swabbed with iodine and 
alcohol before the nerve is dissected out, and a small cigarette 
drain inserted for forty-eight hours after operation, no untoward 
accidents should occur. In a series of fifty operative cases with a 
maximum length of time between wound and operation of eleven 
months, 2 minimum of three months, and an average of five and 
a half months, all my cases healed by first intention. This high 
average length of time was due to the fact that the majority of 
the cases were due to shell wounds, and that all cases were transfers 
from general or convalescent hospitals in this country. 


PRELIMINARY ELECTRICAL EXAMINATION 


On admission the average case is tested on three different 
occasions at intervals of a few days during which time the daily 
conservative treatment by massage and electricity is instituted 
with whatever postural treatment is indicated, deformities being 
overcome at the earliest possible moment. The paralyzed muscles 
are tested to faradism and galvanism and on the nature of the 
response to the latter the diagnosis is usually made. It was found 
in a long series of cases that the results of the varying contractions 
produced by the anodal and cathodal opening and closing currents 
are somewhat variable. Great stress is laid on the sluggish re- 
action to galvanism and on the increased amount of current required 
to produce it. Throughout the series all complete lesions, verified 
at the operation, displayed loss of irritability and a sluggish re- 
sponse to galvanism, all cases failed to respond to faradism, and 
the sensory disturbances were anatomically constant. 

Cases showing prompt response to galvanism of some muscles 
and sluggish response in others supplied by the suspected nerve, 
should be watched for improvement or otherwise, as a partial lesion 
combined with scar tissue infiltration may reasonably be expected 
to exist. Should no improvement eccur within six weeks opera- 
tion is indicated. The progress of such cases should be carefully 
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watched, as the sensory disturbances vary considerably and referred 
pain may occur on account of traumatic neuritis. 

Psychogenetic paralysis, of which a number of cases have 
been seen, can invariably be diagnosed by the ‘‘stocking” type of 
anesthesia, the exaggerated deformity of the limb, combined with 
the brisk reaction of the alleged paralyzed muscle groups to the 
faradic current. 


CONSERVATIVE TREATMENT 


Conservative treatment is instituted at once and must be 
continued without interruption—except during operative convales- 
cence—for a long period of time, as on its persistence depends to a 
large extent the outcome of the case. 

Daily massage to the paralyzed muscle is given for twenty 
minutes with fifteen minutes of the galvanic current sufficiently 
strong to produce a fairly marked response. Should trophic con- 
ditions be present, as are constantly found in lesions of the median, 
ulnar and sciatic nerves, eau courante or contrast baths are given 
as an adjunct to massage. Marked swellings and cyanosis of the 
fingers or toes, with sweating of the involved skin area in some cases, 
and friability of the nails, are the usual symptoms. 

Baths are contraindicated where trophic ulcers or whitlows 
are present. 

Where marked trophic disturbances have existed for some 
time in combined nerve lesions—especially if complicated by 
osteomyelitis—conservative measures are of little avail and the 
question of amputation arises. This has been necessary in two 
cases; both showed complete lesions of median and musculo-spiral 
nerves, compound comminuted fracture of the radius with osteo- 
myelitis and discharging sinuses. Trophic ulcers of a persistent 
type were also present. Amputation through the forearm was 
done in each instance. A curious phenomenon is sometimes seen 
in post-operative cases of nerve lesion—generally three to six 
months after suture—reactions to faradism remain negative and 
reactions to galvanism become more and more difficult to obtain. 
Voluntary power may shortly appear in one or more of the paralyzed 
muscles. In fact a paradox sometimes is present as the muscle 
has voluntary power, but the electrical reactions are practically 
non-existent. No reaction to faradism—and reaction to galvanism 
obtained with the greatest difficulty and then perhaps with a small 
electrode only. (See case ‘‘A.”’) 
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PosTURAL TREATMENT 


The paralyzed muscle groups must never be allowed to become 
overstretched by their opponents or contractures will occur. The 
overstretching of a paralyzed muscle—devoid of tonicity—if 
allowed to persist may render the muscle incapable of contraction 
even after nerve conductivity is reéstablished. 

I do not intend to describe at length the various splints devised 
to carry out this treatment as they are well known, from the 
writings of Colonel Robert Jones. In lesions of the musculo- 
spiral nerve, the wrist and fingers should be kept hyper-extended, 
lesions of the sciatic and popliteals require the foot to be kept at a 
right angle. 

In cases where there is damage to the cords of the brachial 
plexus, or to the nerve trunks from which they are formed, in- 
dividual appliances will be required to meet each case. 

The commonest injury that we have seen in this region is that 
which involves the anterior primary divisions of the fifth and 
sixth nerves—due to wounds in the neck. Here an appliance is 
required to keep the arm abducted and rotated outwards, the 
elbows flexed, the forearm supinated, and the wrist and fingers 
extended. I would like to point out that the long cock-up splint 
used for musculo-spiral lesions should have a thumb piece to keep 
the thumb extended and abducted. The splint should be bent 
transversely in the centre of the palm to allow the hand to rest 
with the metacarpo-phalangeal joints flexed a little. This is to 
prevent the hyperextension that has been found to occur in these 
joints in long standing cases—due no doubt to the hand slipping 
in the splint. Slight movements of the finger joints may be 
permitted by the masseur during the daily treatment. These 
movements increase the circulation in the part, and prevent the 
formation_of adhesions. Under no consideration, however, must 
undue stretching of the paralyzed muscles be permitted at any 
time. Some cases of metacarpo-phalangeal stiffness have been 
brought to my notice presumably as the result of continued im- 
mobilization in hyperextended positions, but the alteration to the 
splint which was suggested by Colonel Robert Jones has prevented 
recurrence of this complication. 
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OPERATIVE PROCEDURE 
ANALYSIS OF FIFTY CASES 


Nerves operated upon: 

Be IE, ng ec ccc cc cccereeees 40 
SI OD, os coe ce cee cee ee aires 2 
Nena sss «be aes 6 ot 1 
Partial and scar cases................... 15 
i 58 

Covering: 
| re I 8 cee 44 
Covering obtained locally................. 2 
46 


Before deciding on operative interference it is necessary that 
contractures of joints distal to the lesion involving muscles supplied 
by the damaged nerve be duly corrected. 

Remarks previously made regarding the nature of the wound 
are applicable at this point. 


Standing orders call for preparation of the skin of the thigh, 
of the same side from groin to knee, as well as at the site of opera- 
| tion. This is for the removal of the flap of fascia lata destined to 
act as the ‘“‘sleeve”’ which is described later. 
The following list shows the relative frequency of lesion to 
; ; individual nerves: 
I anew Saris nasil ayrn a icecw ee geass 23 
I no csacd in cel donrebymaiarrayes « hz 
Posterior interosseous................... 4 
3. External popliteal...................... 8 
ns ois, etdintin. ses mh worones om pte 4 
te ee os ocaiimyhs Bean p-0ut 2 
Internal popliteal...................00. 2 
6. Cords of brachial plexus................. 1 
Musculo cutaneous...................-- 1 
j As will be seen from the above more than one nerve was 


injured in several cases. 

It is advisable in all arm cases to use a side table so that the 
arm may be abducted to a right angle and remain steady in that 
position. 
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Where there is marked scar tissue formation it is advisable 
to make one’s incision in the line of the nerve above and below 
the scar and to pick the nerve up at the upper and lower level 
where it lies in its true anatomical relationship with surrounding 
structures. The advantage of this procedure is obvious as it is 
a tedious task searching for a nerve imbedded in scar tissue. These 
nerves are often destroyed for a distance of one to three inches so 
that large dissections are required above and below the site of 
injury to make up shortage sufficient to give end to end apposition. 

Whenever end to end suture can be obtained by any means, 
nothing should be left undone to bring it about. 

As will be seen a catgut bridge was used on two occasions in 
large gaps where other means failed to get end to end apposition. 
The gap should be joined by chromic catgut sutures, and the whole 
covered in by a fascial ‘‘sleeve”. However carefully the ‘“‘sleeve” 
covers in the gap the chance of it becoming filled with blood-clots 
which organizes to form fibrous tissue appears very probable. If 
the gap is of any length it would seem that the operation defeats 
its ownend. A case of reoperation where primarily, as far as one 
can judge, the nerve ends had been so joined, showed dense scar 
intervening between the cut ends. 

In one case of an ulnar nerve lesion in the forearm there were 
four inches missing from the nerve when the ends were prepared. 
The nerve ends were grafted into the median; the result of the 
operation I do not know. 

In dissection the nerve should be isolated above and below 
the fibrous tissue as before stated. The nerve should be carefully 
loosened from its bed at these points and a length of half inch tape 
or cut gauze gently placed beneath it. Hemostats are attached 
to the ends of these tapes and so loops are formed on which gentle 
traction may be exercised while dissection of the nerve from above 
and below is made. This dissection will be found to be easy and 
without danger to the surrounding structures. The use of the 
loops prevents the nerve being pressed on during dissection by 
the indiscriminate use of forceps. Where dissecting forceps need 
to be used a special type made by Messrs. Schaerer, of Berne, 
is useful. The end of each blade is shaped to half a circle and 
covered with fine rubber tubing, so that the nerve can be held 
without pressure. Three sizes of forceps are available. 

Scar tissue should be dissected in the neighbourhood of the 
lesion after the nerve ends are isolated and freed. Stimulation 
of the nerve by means of the faradic current is now undertaken— 
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above and below the lesion where dissection has not produced 
anatomical loss of continuity—below the lesion only where this 
loss exists. A Bristow coil with metronome interruption appears 
the most suitable apparatus—a pad can be placed on some part 
of the body away from the seat of operation. The nerve is now 
stimulated in the whole of the circumference by means of a single 
sterilized electrode—a long silver probe is advised by Mr. Bristow, 
of the London Military Orthopedic Hospital—I have also used a 
twin electro with success. The faradic current thus applied will 
readily determine as to whether the lesion is complete or partial, 
if applied to healthy nerve above the block. 

In the vast majority of cases no reaction is obtainable in 
complete lesions when the electrodes are applied below the lesions, 
as the lower end degenerates in a few days. Should the lesion be 
complete the preparation of the ends for suture should be the 
next step. 

If definite nerve bulbs are found these should be cut trans- 
versely at distances of one-eighth inch until healthy nerve tissue 
is encountered, The fibrous end of the nerve should be held with 
mouse tooth forceps and cross sections made with a sharp knife, 
almost, but not quite, through the nerve. This plan obviates 
undue handling of the nerve which only is touched by the forceps 
at its fibrous end. When healthy nerve is recognized by the pro- 
trusion of the bundles the last made section is completed. On no 
account should nerve sections be made with scissors which cause 
crushing of the fibrils. The nerve sections are sent to the labora- 
tory and slides are made as a routine. The amount of shortage 
in the nerve can now be gauged and steps taken to make this 
good so that end to end suture can be accomplished. 

The shortage can be overcome in four ways: 

1. By flexion of the intermediate joints. 

2. By free dissection of the nerve for a considerable distance 
above and below the lesion. 

3. By translation of the nerve path to a straight line. 

4. By dislocation of the nerve. 

1 and 2 only are applicable to nerves of the lower extremity. 
3 is applicable to the ulnar and musculo-spiral, and 4 is refer- 
able only to the ulnar at the elbow joint. By these means a gap 
of over two inches has been readily overcome. 

I have chosen the example of an ulnar nerve lesion in the fore- 
arm for the purpose of description of the closing stages of the 
operation, as it is in this situation that the worst types of nerve 
shortage occur. 
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The nerve must not be unduly pulled upon although a certain 
amount of gentle traction is permissible, if necessary, as there is 
little doubt that the sheath is shorter than the nerve fibres. 

With regard to the shortage in the ulnar nerve free dissections 
must be made to the middle of the upper arm and the nerve is 
dislocated from its tunnel behind the internal condyle and brought 
to the centre of the anti-cubital fossa. The nerve must be dissected 
high enough up the arm to enable it to be brought into a straight 
line from the axilla to its normal position in the forearm. The new 
course of the nerve causes it to lie between the superficial muscles 
of the forearm behind and the fascia and fat superficially. The 
aponeurotic band between the two heads of the flexor carpi ulnaris 
must be divided with care, as one wishes to conserve the branches 
to this muscle and to the ulnar head of the flexor profundus digit- 
orum which come off at this level. 

Where the lesion is below the level of the middle of the fore- 
arm it is sometimes convenient to free the nerve with a dissector 
beneath the muscle and to push the upper segment upwards, 
bringing it out through the opening made between the two heads 
of the muscle. This was done on two occasions without damaging 
the two nerve branches before mentioned. This method is quicker 
and causes less trauma than the full dissection of the flexor carpi 
ulnaris which is the only alternative. The bringing of the ulnar 
nerve superficial to the flexor carpi ulnaris in the upper half of 
the forearm lengthens it by more than half an inch. By these 
means almost any gap that is likely to be encountered in ulnar 
nerve lesions may be overcome, and the cut ends of the nerve 
should now come together without tension. A temporary stitch 
of fine catgut is placed through the nerve ends with a fine non- 
cutting needle at a distance of about half an inch from each ex- 
tremity, this stitch aids the surgeon in the permanent suture. 
The nerve is sutured by means of the finest domestic sewing needle, 
and the finest white sewing silk obtainable. I would advise the 
use of the No. 9 “‘Calyx”’ self-threading needle, obtainable from 
department stores. A continuous stitch is put round the nerve 
involving nothing but its sheath. This will be found to be easy, 
as despite the protusion of the bundles the sheath is capable of 
being stretched. It is important that eversion of the sheath edges 
be brought about, and very fine and accurate stitching is necessary 
to produce this result. This eversion will minimize the risk of 
subsequent interstitial fibrous formation. The catgut “stay” 
stitch is now removed and the whole circumference of the suture 
examined. 
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An autogenous graft of fascia lata is now removed from the 
thigh. The outer side of the thigh about its centre is opened by 
means of a semicircular incision involving the skin and subcut- 
aneous fat. This flap is now turned down and the fascia lata is 
seen. A parallelogram of fascia is now removed varying in size 
with the calibre of the nerve it is desirous to cover. It is well to 
err on the large side as the fascia tends to contract on separation 
and the “‘sleeve”’ must be easy fitting. I use the term ‘“‘sleeve”’ 
advisedly to emphasize the fact that an easy fit is essential, and 
the covering should bear the same relationship to the nerve that 
a ‘‘sleeve’’ does to the arm. 

When the fascia is removed from the subjacent muscle, it 
will be found to strip quite easily on account of the areolar tissue 
that exists between the two. This side must be the one in contact 
with the nerve. 

It will be found advisable to grip the corners of one long side 
with mosquito forceps. Two similar hemostats are placed beneath 
the nerve and these grip the corresponding corners of the other side 
of the flap. The flap is now drawn beneath the nerve and the 
hemostats brought into apposition at the upper and lower ends. 
An end to end suture of the long edges is done with chromic catgut 
leaving long ends at the top and bottom. A tube of fascia now 
envelopes the nerve with a length of catgut at either end. By 
this means the ‘‘sleeve”’ can be slid up or down the nerve until its 
centre covers the suture line. The ‘‘sleeve” is now anchored to 
adjacent tissue both top and bottom with the catgut ends before 
mentioned. 

I have emphasized this method, as some such scheme will be 
found to save time on account of the marked propensity for curling 
up that the fascial flap always displays. 

The reason for the preference of fascia lata over local fascial 
flaps is twofold. 

(a) On account of the amount of areolar tissue present on the 
inner side of the fascia lata, this appears to prevent strong 
fibrous union to the subjacent nerve sheath. 

(b) Latent infection may lurk in tissues in the region of the 
initial wound where suppuration has existed. 

The disadvantages of a second wound appear to be slight, 
as if the hole in the fascia lata be sutured with chromic catgut, 
and the patient kept in bed for fourteen days, the risk of a quad- 
riceps hernia is remote. I have no experience in the use of ‘‘cargile 
membrane” as a covering. It is well spoken of by some of my 
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colleagues. As I have had no trouble in any of my cases, I hesitate 
to begin using a foreign body where an autogenous graft is available. 

All cases of complete nerve lesion do not show the bulbous 
ends previously described. After dissection the nerve sometimes 
appears normal to the eye. On palpation the fibrous block is 
generally recognizable as it feels harder than normal nerve. Should 
faradic stimuli fail to pierce the block it is advisable to divide the 
nerve at its hardest point and then to section each end until healthy 
nerve is reached. Where interstitial fibrosis is present one feels 
a grating sensation on the knife when making the section of the 
nerve. 

Where there is much destruction of nerve and translation is 
not available—as in the median and sciatic—it is sometimes neces- 
sary to dissect out fibrous tissue from between the nerve bundles 
instead of sectioning until healthy nerve is reached. This is done 
in order to procure end to end apposition when it cannot be other- 
wise obtained. A fine bladed knife such as a Von Graefe will 
be found useful, and careful dissection is necessary. 

Partial lesions require careful dissection as it is probable that 
two or more bundles retain their conductivity. All scar tissue 
must be removed from the site of lesion until healthy bundles are 
seen. A wedge shaped gap is now found to be present and some 
dissection of the nerve from its bed will be necessary to coapt the 
edges of this gap without tension. When the suture is complete 
the nerve displays a bulge at this level. In one of the cases in the 
series the nerve after dissection showed that only one bundle 
retained conductivity, and the gap of destroyed nerve tissue was 
very wide. Here a complete section of the nerve with end to end 
suture was made. It was felt that on account of the wide gap 
strangulation of the remaining bundle would occur if the case were 
treated as a partial lesion. Some cases display no damage to the 
nerve bundles, but nevertheless the lesion is apparently complete. 
When the scar tissue is removed the calibre of the nerve is much 
lessened and it may even be quite flattened. Occasionally the 
nerve will be seen to bulge at the seat of injury immediately the 
constricting bands are divided. (Appendix ‘‘D’’.) 

It is advisable to divide the nerve sheath longitudinally in 
one or more places at the site of the lesion and to cover the area 
with a ‘‘sleeve” of fascia lata. This is to counteract adaptive 
contracture of the sheath that has probably occurred. Referred 
pain occurs solely in partial lesions due to scar pressure from with- 


out or within the nerve sheath. Free removal of all fibrous tissue: 











See tel sa hee eee pape nati 














es Ta sea anne nates eng 







Cee nail 






4 
















ASSOCIATION JOURNAL 985 


is necessary both surrounding the nerve itself and also between 
the individual nerve bundles, and a fascial ‘‘sleeve’’ must be used. 

Case ‘‘E”’ is of interest in this respect in that it shows what 
occurs to the fascial flap after it has remained in situ for some 
time. 

Where flexion of joints has been necessary to procure end to 
end anastomosis, six weeks should elapse before any extension is 
permitted, and this should be very gradually brought about. 

In the suturing of small nerves a straight needle is often a 
disadvantage; this statement is especially referable to the posterior 
interosseous, which is in my experience the most difficult to suture. 
It is probably better practice to transplant tendons at the outset 
instead of suturing this nerve, especially if the damage has occurred 
after it has pierced the supinator brevis. The flexor carpi radialis 
can be attached to the three extensor tendons of the thumb and to 
that of the index finger, and good results have been quickly obtained. 

Calyx needles are not made in curves, and I found it impossible 
to obtain self-threading curved non-cutting needles of sufficient 
fineness. Sir Edward Rigg, C.B., an authority on metallurgy has 
given me great help on showing me how to make one’s own curved 
needles. By the careful drawing of the temper of Calyx or other 
domestic needles they may be bent to any desired curve without 
losing their point, strength or resiliency. The needles are heated 
on a metal plate by means of a spirit lamp. The plate must be 
sufficiently large to prevent any of the gases of the flame coming 
into contact with the needles, which must be constantly kept in 
motion whilst being heated. The needles are heated beyond the 
straw stage to a light blue, and then they are rapidly transferred 
by forceps to a cold plate of metal. Here they immediately turn 
dark blue. By means of a specially made pair of pliers, whose 
blades are concave-convex and graduated, any desired curve may 
be wrought on the needles. 

I mention this point in case others find the same difficulty in 
obtaining suitable needles. 


AFTER-TREATMENT 


I wish to emphasize the fact that peripheral nerve lesions 
require prolonged after-treatment. This should be given in in- 
stitutions suitable to the purpose at which the soldiers can attend 
as out-patients. The institutions should be equipped with complete 
electro-therapeutical establishments, and also with curative work- 
shops. These workshops are used for functional reéducation. 
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Where needed, arrangements should be made for professional 
reéducation which should go hand in hand with military ortho- 
peedic treatment. The full consideration of this matter, which is 
provoking much discussion in military circles at the present time, 
does not come within the scope of this paper. The matter is being 
diligently and thoroughly taken up by the Pensions Minister. 

It is with regret that I am unable to be present at this meeting, 
but I hope that these remarks, based upon my errors of commission 
and omission, may prove of interest to my confréres. 


CoMPLETE Lresions—CassEs ‘‘A”’ AND ‘‘B” 


““A.”—Capt. T., G.S.W. through centre of upper arm (left), 
December, 1915. 

Preliminary examination showed sluggish reaction of all 
muscles supplied by the musculo-spiral nerve, with exception 
of the triceps, larger galvanic current required than on corresponding 
muscles of the other arm. No response to faradism. Treatment 
for six weeks by massage and galvanism, and long cock-up splint. 

Operation 30-4-16. Exposure of left musculo-spiral nerve 
from where it perforates external intermuscular septum. Nerve 
found bound down on the mesial aspect, -all adhesions freed, two 
bulbs lying within a half inch of each other and attached together 
by fibrous tissue were found. The bulbs were separated and sec- 
tioned until healthy nerve fibrils appeared. End to end suture 
with fine silk. Junction covered by fascia lata ‘‘sleeve’”’. After- 
treatment—massage—eau courante baths, ee, and long 
cock-up splint. 

1-11-16. Reaction to galvanism very sluggish — difficult 
to obtain—strongest current and fine button electrode required— 
this after several attempts. No reaction to faradism. Voluntary 
power in supinator longus and extensor carpi radialis longior 
appearing. 

5-12-16. Voluntary power beginning in extensor carpi ulnaris. 
Short cock-up splint substituted. 

7-1-17. No.reaction to faradism in extensors of wrist and 
fingers. Reaction to galvanism so slow and weak as to be scarcely 
perceptible. 

12-3-17. Strong voluntary power in primary extensors of 
the wrist. Voluntary power in extensors of fingers beginning, 
can extend fingers with wrist slightly hyper-extended. Home ser- 
vice at present. 


“B”—Pte. 8., Canadian Infantry. 
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Admitted 31-8-16. G.S.W. outer side right arm two inches 
above the elbow emerging at the back of arm midway between 
elbow and shoulder. 

3-6-16. The humerus was not touched. Drop wrist came 
on immediately. There is loss of sensation over the radical side 
of the dorsum of the hand. Extensors of wrist and fingers do not 
react to faradism and only sluggishly to galvanism with the 
exception of the extensor carpi radialis which responds promptly. 

Operation 25-9-16. Five inch incision over the course of 
the musculo-spiral nerve on the outer side of the humerus was 
made. The nerve was exposed and a block of fibrous tissue found. 
There was no conductivity either above or below the lesion to farad- 
ism. Nearly an inch was removed, healthy fibrils obtained, and 
end to end suture performed. ‘‘Sleeve”’ of fascia lata used to cover 
the junction—wound closed with catgut and clips—long cock-up 
splint applied. 

After convalescence—conservative and postural treatment 
continued. 

9-3-17. Supinator longus and extensors of wrist and fingers 
do not react to faradism, reaction to galvanism slow and weak. 


The patient has voluntary power in supinator longus and extensor 
carpi radialis, and slight voluntary power in extensor carpi ulnaris. 
Treatment continues. 


INCOMPLETE LEsIONS—CaSsEs ‘‘C”’ AND ‘‘D” 


“C”—Cpl. W.— C.M.R. 

Admitted 17-1-16 with history of gunshot wound left thigh 
on 8-12-15. Immediately after being wounded was unable to 
flex ankle or extend toes. Two days later phlebitis supervened. 
For two weeks after the injury a numb feeling was complained of 
all over the foot and up about the knee cap. 

Wounds in thigh not healed, foot kept at right angle with a 
Thomas rectangular shoe. 

16-2-16. Tibialis anticus and peronei react to condensed 
current, all muscles react to galvanism promptly, and with small 
current. Partial lesion of external popliteal diagnosed. Patient 
walks with boot and fixed posterior iron to prevent foot drop. 

16-5-16. Voluntary power returning in anterior tibial group, 
No power in peronei. 

14-6-16. Peronei and extensor communis digitorum do not 
react to faradism. Tibialis anticus has regained voluntary power. 

21-7-16. No improvement. 
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7-8-16. Voluntary power of anterior tibial group has quite 
gone. Muscles react poorly to galvanism. 

Operation advised. 

10-8-16. Operation. An eighth inch longitudinal incision 
in mid posterior line of left thigh from level of the great sciatic 
was isolated at the lower level of the gluteus maximus. The 
sciatic was found to divide into the popliteals at a high level. 
Both trunks were embedded in scar tissue especially the external 
one. 
The external popliteal was dissected from the scar tissue, 
but the sheath appeared intact, and palpation could discover no 
hard points on the nerve. Conductivity to faradism was poor, 
but complete, much inferior to that of the internal popliteal from 
around which all fibrous tissue was removed. A longitudinal 
incision was made in the sheath of the external nerve one and a 
half inches long. A “‘sleeve’’ of fascia lata covered the nerve at 
this point. 

14~9-16. Regaining voluntary power in anterior tibial group, 
can voluntarily flex the ankle. 

26-9-16. Invalided to Canada. 

February, 1917. A letter from patient states that he has 
continued to improve, and is very pleased with the result. 


INCOMPLETE LESION COMPLETED BY ANEURISM 


““D”—Pte. K., Canadian Infantry. 

6-4-16. Admitted with history of S.W. 22-9-15. A shrapnel 
bullet entered the posterior fold of the left axilla and emerged 
through the pectorals on the right side about two inches to the 
mesial side of the anterior fold of the right axilla. In the left 
axilla there is an expansile swelling as large as a hen’s egg. There 
is little loss of sensation in any part of the arm. There is complete 
wrist drop and inability to flex and to separate the fingers. Volun- 
tary power in the triceps—the supinator longus and extensors of 
wrist and fingers do not react to faradism, and but slowly to gal- 
vanism—reaction’ is more easily obtained by the anodal than by 


the cathodal closing current. (ACC-CCC). The muscles of the 
median and ulnar distribution show marked weakness, and volun- 
tary power is all but lost—react promptly to galvanism. 

27-4-16. Operation. (a) Ligation of first part. of axillary 
artery. (b) Eight inch incision over line of the vessel. Axillary 
border of pectoralis major, divided and reflected. All nerves of 
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the plexus lying anterior were found to be closely adherent to the 
sac and were obviously stretched. Nerves stripped down the 
sac wall. Sac opened and clot turned out. Sharp hemorrhage 
checked. Sac excised with difficulty and vessel tied above and 
below. The musculo-spiral nerve was found in its position at the 
back of the sac, and tacked down to it. Scar tissue removed from 
the nerve which was found constricted and flattened, but on division 
of the constricting band expanded slightly. 

29-5-16. Extensors of wrist and fingers react fairly to gal- 
vanism. Voluntary power has returned in median and ulnar 
distribution. Circulation in arm and hand well compensated. 

Invalided to Canada with symptoms of musculo-spiral lesion 
only. 


INCOMPLETE LESION OF GREAT SciaTIc NERVE WITH TRAUMATIC 
Nevritis CAUSING GREAT PAIN so THAT PATIENT WAS 
BEDRIDDEN FOR SEVENTEEN Montus—CassE ‘“‘E.”’ 


“E”’—Pte. C., Canadian Infantry. 

Admitted 27-38-16. History of S.W. lower third of left thigh 
25-4-15. 7 ; 

Complains of extreme constant pain in foot and leg ever since 
being wounded. 
Previous Operations: 

1. F. B. removed in France. 

2. Removal of scar tissue from sciatic nerve. .2-6-15| In 

ENS pee See RUN no's 6-9-15 pother 

4, Ditto and nerve wrapped in saphena vein. hospitals 

29-1-16 


No improvement in the pain followed any of these operations, 
and patient has never been out of bed, as he cannot bear to have 
the leg touched, it is so hyperesthetic. The leg is flexed on to the 
thigh to 45°, and there is a bad foot drop with contracture of the 
tendon achillis. 

Marked hyperesthesia to cotton wool stimulation on the sole 
and on the outer side of the foot. 

5. Operation. Division of tendo achillis and forcible extension 
of the knee with the hope of stretching nerve fibres and diminish- 
ing pain. Scar was felt to stretch in the popliteal space. 

Slight alleviation of pain for two days, but it recurred. 

6. Operation 24-5-16. Removal of scar, freeing nerve and 
fascial ‘‘sleeve”. Both popliteal nerves were found surrounded by 
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large areas of fibrous tissue. Both nerves were freed from scar 
as much as possible, and this extended for three inches above their 
junction. The nerves felt hard and fibrous but to such an extent 
that further treatment seemed contraindicated. Fascial sheaths 
taken from both thighs six inches by two inches invested both 
popliteals and the sciatic—like a pair of trousers. All three nerves 
injected with 5 c.c. normal saline above and below the “‘sleeve’’. 

Temporary relief was obtained for a week but afterwards 
recurred. 

18-6-16. Pain as before, and foot is cedematous. 

4-7-16. As patient continues to lose weight and is very 
depressed it was decided to sacrifice the sciatic nerve. This on 
account of the length of time patient has been in bed (15 months) 
although there is voluntary power in extension of the ankle. 

7. Operation. Excision of sciatic nerve at the junction, 
four inches removed which included repair work of operation No. 
6 with fascial covering. 

10-7-16. All pain gone, anesthesia in foot. 

19-9-16. Patient invalided to Canada as a walking case, 
boot and iron to prevent drop foot. 


PATHOLOGICAL REPORT ON NERVE SECTION 


Microscopically. Several large bundles of nerves separated 
by much dense—in places hyaline—connective tissue in which are 
embedded groups of inflammatory cells, and also foci of endothelial 
cells laden with brown pigment—old hemorrhage. In all nerve 
bundles there is considerable destruction of fibrils and their sheaths, 
often_with replacement fibrosis. In parts at the periphery of the 
section a layer of connective tissue is seen, in some parts separated 
from, and in other parts attached to, the subjacent connective 
tissue covering the nerve bundles. 

The section shows to what extent interstitial fibrosis may 
occur when the nerve sheath is damaged. 

Conversely it shows the uselessness of dissecting the nerve 
from surrounding scar when on palpation the nerve feels in the 
least degree hard or nodular. 

The layer of connective tissue referred to above consists of 
the fascial flap that had been put into position six weeks previously. 
> shows that the “‘sleeve”’ does not unduly adhere to the nerve 
sheath. 
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TENDON TRANSPLANTATION IN A CASE WHERE NERVE 
SuTURE was IMPOSSIBLE 


‘‘F’”’—Pte. L., Res. Canadian Battalion. 

Admitted 24-12-15. History of having been hit by a bullet 
in the left groin on 16-11-15. The bullet emerged posteriorly in 
the region of the left sacroiliac joint. 

Wounds closed on admission. 

The left thigh markedly atrophic—two inches less in circum- 
ference than the right. Cannot extend leg on the thigh, and can- 
not raise the patella. 

The quadriceps muscle does not react to faradism, and only 
sluggishly to galvanism. Matted glands and adhesions causing 
a marked mass felt on palpation in left pelvis. 

Thomas walking knee splint applied, massage and galvanism. 

17-5-16. No voluntary power in quadriceps—no reaction to 
faradism and only sluggishly to galvanism. Apparently a complete 
lesion of the anterior crural. Suture contraindicated for anatomical 
reasons. Tendon transplantation advised. 

16-6-16. Operation. Vertical incision twelve inches long on 
outer side of popliteal space. Biceps isolated and separated from 
head of fibula. : From a corresponding incision on the inner side 
the semitendinosus was separated from its insertion. A channel 
was made between the deep fascia and the aponeurosis of the vasti 
through a four inch vertical incision in the supra patella region. 
The tendons were brought through this opening to the patella from 
their respective sides. Each tendon was fixed to the patella by 
means of a tunneling process which fixed them subpereosteally 
on the anterior surface. Sutured with No. 3 chromic catgut. 
Wounds closed. 

16-9-16. Walking well—full extension possible voluntarily 
and 45° flexion of the knee permitted. 

26-9-16. Discharged in England. 
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SYMPOSIUM ON SUPPURATIVE CONDITIONS 
IN THE LOWER RESPIRATORY TRACT 


MEDICAL ASPECTS 
By A. McPuHepran, M.D. 


Professor of Medicine, University of Toronto 


Tas subject embraces not only several structures, but also 

even a greater variety of disease processes. It will be most 
convenient to consider the structures and their diseases from above, 
downwards. 

1. PURULENT BRONCHITIS occurs in a more or less marked 
degree in the final stage of all cases of chronic bronchitis, but there 
may be marked purulent sputum from the first, a pint or more 
being expectorated in the twenty-four hours, as if a large cavity or 
an empyema had ruptured into a bronchus. The pus may become 
offensive, but the odour soon abates; the odour is less marked than 
in putrid bronchitis. Purulent bronchitis may become converted 
into the putrid variety, however, especially if bronchiectasis develops. 
As a rule the patients lose flesh early, but the course of the malady 
is usually chronic. West has seen an acute form develop in the 
course of typhoid fever. The cases were not fatal, the symptoms 
disappearing with convalescence. ‘These cases will usually be 
found associated with some other disease, commonly tuberculosis 
and affections of the heart. Later, usually with diseases of the 
kidneys. 

2. Broncurectasis. <A slight degree of bronchiectasis or 
bronchiectasia is not rare. It probably occurs in all -cases of 
chronic disease of the lung tissue, but is of no clinical significance. 

The causes of it are essentially two: first, weakness of the bron- 
chial wall from disease; and second, increased pressure within, as 
in coughing. In a measure, the same law that applies to the 
arterial systenr is true also of the bronchial tract. Aneurism never 
occurs in a healthy artery, and persistent dilatation of the bronchi 
probably seldom, if ever, occurs without preéxistent disease of the 
bronchial wall. 


Read before the Canadian Medical Association at the forty-eighth annual meeting, 
Montreal, June 13th to 15th, 1917. 
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Symptoms. Cough and profuse expectoration are the constant 
symptoms of a well-defined bronchiectasis. The sputum is puru- 
lent, and usually offensive; in the later stages, always so. The 
cough is paroxysmal, and is excited by overflow of the secretion 
into the healthy bronchi due to movement of the body, as in rising 
from bed. When abundant, the sputum, as a rule, is expelled with 
ease, usually profuse, and may amount to any quantity up to a 
pint or more. If very abundant, the secretion may overflow into 
healthy tubes, and thus, even at rest, give rise to marked coughing. 
For these reasons the coughing is worst when the bronchial tubes 
of the lower lobes are diseased. So long as the secretion remains 
undisturbed in the cavity there is no cough. The sputum separates 
into two, or more often three, layers or strata on standing. The 
layers consist of a dense, gray purulent mass at the bottom of the 
vessel; over it a grayish or greenish, partially translucent portion, 
and, if there has been much coughing, there is a frothy layer at 
the top. Blood is present at times, but not frequently. Later in 
the disease there may be quite copious hemoptysis. Dyspnoea is 
slight or absent in ordinary cases. 

Physical signs are those of a cavity containing liquid contents, 
and will, therefore, vary with the quantity of contents present. 
If these have been recently expelled there will be the usual signs 
of a cavity communicating with the bronchus. If full, the area 
will be flat to percussion, and without any breath sounds. In 
addition, there may be various adventitious sounds. These will 
depend on the state of the surrounding lung tissue. If this is not 
consolidated the rdles will be soft and rather coarse; if it is fibrosed, 
they will be high-pitched and crackling. These may be the only 
signs present. 

Fever is absent until late in the disease, when there may be 
diarrhoea and also albuminuria from amyloid changes in the kidney. 
In old standing cases there is clubbing of the fingers and osteo- 
arthropathy in both the forearms and legs. 

Diagnosis. In cases with a typical history and characteristic 
sputum, especially its expulsion in mouthfuls in the morning, 
diagnosis is usually not difficult, but such cases form the minority. 
With the advent of the z-ray, in cases with signs of a saccular 
cavity, the localization by stereoscopic plates is usually made with 
ease. There is often difficulty in excluding tuberculous cavities, 
abscess of the lung, and circumscribed empyema, or mediastinal 
and subphrenic abscesses perforating a bronchus. In such cir-. 
cumstances not only the x-ray, but also the bronchoscope may be 
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Treatment. In treating bronchiectasis it is necessary to bear 
in mind that we are dealing with a cavity, or cavities, in which 
lodges purulent secretion. The first essential in treating a purulent 
cavity anywhere in the body is to secure prompt and complete 
drainage. Without this it is impossible to prevent decomposition, 
and, as drainage is the most effective means in lessening the dis- 
charge from any suppurating cavity and rendering it sterile, so 
it is with bronchiectasis. Our main object, therefore, should be 
to secure the freest possible emptying of the cavities. 

This is as true of a bronchial cavity as of an hepatic or appendix 
abscess. To secure drainage of the bronchial tract the postural 
method is the most effective. It is to be noted that bronchiectases 
of the upper lobe are more easily treated because they drain well, 
and in them there is little cough, and expectoration is never abundant. 
Severe coughing is an additional aid to expelling the contents, and 
it is to this that Chaplin’s creosote bath method chiefly owes its 
efficiency. The inhalation of a creosote spray is a much simpler 
plan, and probably can accomplish as much good. Aside from 
these measures medical treatment has little to offer except the 
general care of the patient. It is futile to attempt to maintain a 
healthy secretion by antiseptics without drainage of the cavity. 

Abscess of the lungs. Causes of acute abscess of the lung are 
various, the more important being: 

1. Pneumonia—lobar, lobular. 

2. Inhalation of septic bodies or particles from operation in 
the mouth, nose or throat, especially tonsillectomy. There has 
been a great increase in these cases, chiefly in those operated on 
under general anesthesia. Great responsibility, therefore, rests 
upon the throat specialists and dentists. 

3. Inhalation of foreign bodies, e.g., tacks, buttons, seeds, etc. 

4. Septic emboli. 

5. Diseases from which infection extends through the dia- 
phragm. 

6. Suppurating hydatid cyst in the lung. 

7. Actinomycosis of the lung. 

8. Gangrene of the lung. 

Symptoms. There is rather high persistent fever during the 
stage of formation of the abscess, later the fever becomes more 
septic in its course, often with chills. With the first symptoms, 
while the condition can only be suspected, an x-ray examination 
should be made with a careful search for signs of ‘a foreign body, 
bearing in mind the ease with which it may be overlooked. Often 
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there is no history of inhalation of any such body, even when it 
is a large one, e.g., a tooth, bean, marble, etc. A bronchoscopic 
examination is advisable in all cases of uncertainty. In expert 
hands it can be done quickly and with little distress. 

During the early‘period there may be moderate cough with 
muco-purulent sputum; if the abscess ruptures into a bronchus, 
as it usually does, there is sudden copious expectoration of pus, 
in which lung tissue may be found, the most characteristic sign. 
The pus may be free from odour at first, but soon becomes feetid. 
Pneumococci or streptococci are the.most common bacteria present. 

Physical Signs. Before the pus discharges, there is dullness; 
flatness if the abscess is near the surface of the lung. After dis- 
charge the signs are those of a cavity with walls of soft pultaceous 
tissue and containing considerable fluid. If the abscess lies deeply 
in the lung the signs may be quite indefinite. There is no change 
in the position of the heart, or in the shape of the chest. The 
abscess frequently opens into the pleura; it may do so into the 
pericardium or perforate an intercostal space. 

If the abscess remains closed it may be difficult or impossible 
to differentiate from an encapsuled pleural exudate, especially if 
interlobar. 

X-ray, in frank cases, gives a picture that is suggestive; 
taken in connexion with the history and symptoms, it may be so 
significant as to enable a definite diagnosis to be made; with stereo- 
scopic plates the size and exact position of the abscess may be 
determined. 

Prognosis. The prognosis depends on the pathogenesis, its 
early recognition and the efficiency of drainage. 

In single abscess of moderate size, which opens early into a 
bronchus, and when the pus is dischaiged fully by coughing, the 
prognosis is good; as it is also if near the surface, so that it can be 
effectively drained. 

Cases resulting from large foreign bodies in the bronchi run 
& grave and rapidly fatal course. However, these offer the best 
prospect of early recognition by x-ray examination, and the certainty 
of removal through the bronchoscope. If discovered early, it is 
remarkable how rapidly the local signs disappear. 

Those of pneumococcal origin are the most favourable. The 
streptococcal cases are more grave, partly because new foci of 
infection may occur from time to time, as in the following cases: 

Case 1. A. T., a young Englishman. This case ran a very 
chequered course. He became suddenly ill in April, 1914—general 
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aching pains and, later, inflammation of the base of the left lung. 
When admitted to the hospital his temperature was high, he was 
. deeply flushed, and his general appearance indicated severe illness. 
He improved, and ten days after admission there was infection 
of the right lung between the scapula and spine. This extended, 
and a week later affected the whole base. By puncture 4 c.c. of 
a turbid, straw-coloured fluid was obtained from the sixth interspace 
in the anterior axillary line. It contained short-chained strepto- 
cocci. A few days later puncture was made below the angle of the 
scapula and 100 ec.c. of a nearly clear fluid was obtained. The 
needle was pushed further in and a sero-pus flowed. Both fluids 
showed short-chained streptococci. 

Four days later, 7.e., May 21st, the evidences of fluid in the 
anterior part of the base became marked, and 70 c.c. of greenish- 
yellow pus containing long-chained streptococci were aspirated 
and 2 c.c. of a 2 per cent. formalin in glycerine solution injected. 
Four days later one and a half inches were removed from the 
sixth rib, but no pus was found, showing that the formalin had 
served the purpose. 

Two weeks later pus was obtained from beneath the scapula, 
probably a collection in the interlobar fissure. Evidences of fluid 
formation were found below the right clavicle, and on. July 2nd he 
coughed up 250 c.c. of muco-purulent sputum. An z-ray showed 
the evidences of a cavity in this part. Since then this part.of the 
chest has become greatly depressed. Below it, and in the front 
part of the axillary region, is a large cavity, from which there is 
continual discharge since, but notwithstanding this his general 
condition has become satisfactory. He has marked osteoarthro- 
pathy in all the limbs. Prolonged vaccine treatment has done much 
good. The cavity will probably persist unless he agrees to have 
resection done. Thus far he has refused this. 

This case is evidently one of a series of localized empyemas 
and abscesses of the lung. 

Case 2. Mrs. Ryan, aged thirty, had her teeth treated and 
some extracted in July, 1916. About ten days later she had some 
cough. It increased, and her temperature rose. There was slight 
pain below the right clavicle. Her illness was variable for the 
next six months, during which she coughed and expectorated a 
great deal. At one time she brought up a brownish mass that 
she thinks was hard. This, possibly, was a tooth, or part of one, 
that had been inhaled. She entered the hospital in January, 1917. 
She was then very ill, temperature being high and the general 
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symptoms quite septic. Below the right clavicle was an area of 
flatness. Sputum was abundant, purulent and very foul. It 
separated into the three characteristic layers. The abscess was 
opened and drained and she improved but her temperature still 
continued slightly above normal. The pleura and lung below the 
abscess have evidently become badly infected. The back of the 
lung is the only part now resonant. Although she is much improved 
the outlook is not favourable. 

Case 3. Circumscribed gangrene of the lung is an occasional 
cause of abscess. Several years ago such an abscess occurred in 
a man upwards of sixty years of age. He had had severe uremic 
convulsions with persistent deep coma lasting over twenty-four 
hours. He recovered and was able to go about, although not 
equal to much business. The gangrene occurred in the left lung, 
between the second and fifth ribs—the symptoms were character- 
istic. There was profuse expectoration and in the sputum were 
many shreds of lung tissue. The general condition improved with 
the lessening of sputum and cicatrization became complete. Marked 
retraction of the chest from the clavicle to the fifth rib followed. 

These cases usually do well if the chest is opened and the 
cavity drained—in this case drainage by way of the bronchi was 
quite effective and the result satisfactory. 

PLEURAL Cases. I have not considered pleural infections as 
coming within the scope of this discussion, except in those cases 
in which an opening forms into a bronchus, and pus is expectorated. 

The cases originating from pleural empyema are relatively 
common. In many of these the infection is probably of the lung 
first—a small abscess forming and opening into the pleural cavity. 
An analogous process occurs in the brain in cases of abscess of the 
temporal lobe, secondary to disease of the middle ear. 

The pleural infection is probably always gradual, giving time 
for adhesions to form. For this reason, the empyema. usually 
is well circumscribed, often to a very small area difficult to find 
with the aspirating needle. 

If efficiently drained, the outlook is favourable unless the 
perforated bronchi have dilated. The prognosis will then depend 
on the curability of the bronchiectasis. Much will depend on 
early diagnosis and prompt and efficient drainage. 

Interlobar empyema may, and not rarely does, lead to per- 
foration of a bronchus, either by ulceration or the formation of 
secondary abscess of the lung. These cases are often difficult to 
diagnose. Dependence has to be placed on a history usually 
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milder than that of pneumonia, the seat of dullness over the site 
of an interlobar fissure, and in many cases, its mobility in res- 
piration. This was so in: 

Case 4. Babe, in Toronto General Hospital, had interlobar 
empyema between the middle and lower lobes. It was circum- 
scribed, and could be demonstrated to move with respiration. It 
was aspirated—40 c.c. being removed, after which 1 c.c. of 2 per 
cent formalin in glycerine was injected. The temperature quickly 
fell to normal, and the babe soon became well. 

It may here be interesting to point out that localized empyema 
does not necessarily call for surgical aid. If the cavity is cir- 
cumscribed, and can be esaily aspirated, and then 2 or 3 c.c. of a 
solution of formalin in glycerine injected into it, the cavity is 
usually completely sterilized and complete recovery follows. I 
have had a case of subphrenic abscess so treated, with complete 
recovery. 

Many pleural cases are secondary to suppurative diseases 
below the diaphragm, especially of the appendix. The outlook 
will then depend chiefly on the abdominal disease. 

Case. 5. A man, aged between forty and fifty years, had a 
definite history of appendix abscess which was not drained. He 
was ill for some weeks, but going about. After a few weeks pain 
occurred over the liver and later in the lower part of the axilla. 
He soon began to cough, at first with little sputum, which gradually 
increased, with later sudden expectoration of copious foul offensive 
pus, with fecal odour. This was his condition when first seen. 
Ovér the upper part of the rectus muscle, and somewhat to the right, 
was tense, dull and tender, also in the ilia fossa. In the lower 
part of the axilla was a round, fluctuating swelling about 5 cm. 
in diameter. It enlarged and became tense in coughing. There 
was evidently an abscess communicating with a bronchus which 
had also perforated the intercostal space. It was opened at once 
to give vent to pus and arrest cough and sputum, and he was 
sent to the hospital. An opening in the right iliac area gave vent 
to a large quantity of offensive pus. A wide irregular sinus was 
traced up behind the right rectus, over the liver, and onwards 
out through the opening made in the right axilla. 

He progressed favourably for a few days and then suddenly 
collapsed and died; probably from a perforation with peritoneal 
cavity. An autopsy was not permitted. 

Case 6. Another case, secondary to appendix disease, was that 
of a young man in whom pylephlebitis occurred with multiple 
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abscesses of the liver. A small subphrenic abscess formed, in- 
fecting the pleura, causing an encysted empyema and later the lung 
became infected, with the formation of a small abscess which 
opened into a bronchus. An effort was made to aspirate the 
empyema, the needle being introduced in several places, but the 
cavity was so small that it was not found. 

At autopsy these conditions were proved to have existed. 

Case 7. Another case was that of G. H., an undergraduate, 
who had pneumonia of the base of the left lung, followed by empy- 
ema which increased rapidly. Hesuddenly began to cough up pus. 
Drainage was at once done, with relief. Convalescence was slow, 
but apparently complete, and the sinus closed. Within a couple 
of weeks it re-opened and discharged two or three ounces of pus. 
It was then filled with bismuth paste and healed again. The 
introduction of fluid was not permissible owing to a communication 
with the bronchus. It has since healed and re-opened. Evidently, 
there is a bronchial sinus which prevents the complete cure. No 
doubt in this case there was an abscess of the lung which had 
ruptured into the pleural cavity, causing the rapid marked empyema. 
It is quite probable that the brorichus is dilated, and complete 
recovery may call for the destruction of this portion of the bron- 
chiectasis. He is reluctant to have this done. 

Conclusions. Important considerations in the treatment of 
all these respiratory diseases are: 

1. The fullest possible drainage of all cavities, including the 
bronchi, if one can speak of draining tubes. 

2. The rendering of the secretion as aseptic as possible. 

3. The promotion of the general health, and 

4. The use of appropriate vaccines, preferably autogenous 
ones. 
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SYMPOSIUM ON SUPPURATIVE CONDITIONS 
IN THE LOWER RESPIRATORY TRACT 


SURGICAL ASPECTS 


By E. M,. von Eperts, M.D. 
Surgeon to the Montreal General Hospital 


[N the limited time at my disposal I can at the most but touch 

upon the salient points in the surgical treatment of the three 
conditions—bronchiectasis, pulmonary abscess, and empyema; and 
what I have to say is not in any way original, but simply an 
attempt to present in a concise way contemporaneous opinion upon 
the subject under discussion. 

Bronchiectasis. In deciding upon a surgical procedure suitable 
for the treatment of bronchiectasis, one should discard at once 
the methods of compression and collapse, namely rib resection, 
artificial pneumo-thorax, and actual packing of the pleural cavity 
with gauze, because, while these measures may diminish lung 
volume to a certain extent, and for a time lessen appreciably the 
amount of secretion, none of them brings about a sufficient pressure 
upon the distended air passages to effect more than a temporary 
improvement. To a simple drainage operation experience gives 
even less sanction: pneumotomy almost invariably proves fatal. 
In bronchiectasis, as you know, the cavities are multiple, and do 
not, as a rule, intercommunicate in so intimate a way that by the 
drainage of one cavity one may hope to effect the drainage of all. 
The cases which have been reported as cured by pneumotomy were 
more probably cases of true lung abscess. 

There can be no doubt that in the operative treatment of 
bronchiectasis the only satisfactory results have followed pneumec- 
tomy. This is now an accepted surgical procedure. Only the 
unilateral basilar type of case, however, is suitable for this radical 
operation. In other words, possibly only one case in ten, which 
have been diagnosed as bronchiectasis, should be submitted to 
pheumectomy. 

After preliminary bronchoscopic examination to exclude the 
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presence of a foreign body, which might be overlooked in the 
z-ray, pheumectomy should be carried out in two stages, briefly 
as follows: 

Prior to the first stage, the evacuation of the bronchiectatic 
cavities is promoted by raising the foot of the bed for an hour 
preceding anesthesia. Ether by the drop method is to be preferred. 
The necessary apparatus for tracheobronchial aspiration must be 
at hand to remove accumulated secretions from the region of the 
bifurcation, should serious cyanosis develop. The incision, crescentic 
in form, extends from the fifth rib, two inches from the vertebral 
column, downward and outward across the eighth rib in the scapular 
line, and terminates at the sixth rib in the mammary line. In 
reflecting the skin and muscle flap one should be careful to arrest 
all bleeding. The seventh, eighth and ninth ribs are then resected 
subperiosteally from their angles to the anterior axillary line. After 
ligation and removal of the intercostal muscle-bundles, the first 
stage is concluded by the replacement and suture of the skin and 
muscle flap. To promote compression and adhesion-formation, 
and to aid the expulsion of secretions on coughing, a graded gauze 
compress is laid over the area of rib resection and held firmly in 
place by adhesive strapping, after which the regular dressing is 
applied. 

The second stage is undertaken after a lapse of about one 
week. The original wound is re-opened. The chief difficulty in 
this stage is the separation of adhesions. If they are very dense, 
they should be cut. The diaphragmatic attachments of the lower 
lobe should first be liberated. Difficulties and hemorrhage may 
be encountered in the process of separating the lobes. Adhesions 
to the pericardium are least likely to give trouble. If acute res- 
piratory disturbances should develop at this point, the flap should 
be replaced, and firm pressure exerted upon its outer surface. 
If there is no subsequent improvement in respiration, or if the 
hemorrhage is excessive, one should not go on with the operation, 
but prolong it into a third stage. Provided, however, that all 
goes well after the separation of the adhesions, one may complete 
the operation by applying a curved clamp firmly to the lobe root 
and amputating the lobe half an inch distal to the clamp. The 
veins, arteries, and bronchi are ligated separately with chromic 
gut, and then a mass ligature of silk or kangaroo tendon is placed 
in the path of the clamp as this is slowly released. While invariably 
there is leakage from the bronchial stump, the small fistulous 
openings which appear in no way complicate or delay the con- 
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valescence, and may be closed later by plastic methods under local 
anesthesia. A pack is placed in position at the close of the opera- 
tion. 

On the fourth day the pack is removed, and a fresh one care- 
fully inserted. Irrigation and the use of tubes are never indicated. 
In the final stages of healing and cavity obliteration, granulation is 
stimulated by balsam of Peru. Complete closure may be hoped 
for within four months. 

Pulmonary Abscess. The results of the surgical treatment 
of pulmonary abscess are either brilliant or disastrous. Those in 
the latter category might be largely eliminated if one could always 
count upon the obliteration of the pleural cavity. Unfortunately, 
the pleural cavity is frequently opened, either by misadventure 
during rib resection or while proceeding in the mistaken belief 
that it is closed. It is thus advisable to make it a rule to perform 
the operation of drainage in two stages, making an exception only 
in those cases where a definitely localized pleural friction has 
existed in the proposed path of drainage, or where there is found 
localized tenderness on pressure. To open a pulmonary abcess 
in the presence of pneumo-thorax is to invite a catastrophe. 

The manner of approaching the cavity through the lung tissue 
varies in the hands of different operators. A director inserted 
beneath the exploratory needle and followed by narrow forceps is 
the method which I have employed. The cautery blade may be 
used. Hemorrhage is controlled by packing. The drainage tube 
should have a bevelled extremity and a lateral opening. 

If diagnosis and localization are secured by x-ray, the aspirat- 
ing needle should not be employed prior to operation, on account 
of the danger of hemorrhage and pyemia (remarks which apply 
with equal force to the needling of a bronchiectatic lung). 

Empyema. We come now to the question of the surgical 
treatment of empyema, which on account of its frequency is the 
most important disease of the group under consideration. This 
condition is best considered under the headings of “‘acute’ and 
‘chronic’. 

Acute empyema. The acute empyema which is associated 
with or follows pneumonia is the most common type, and the 
methods applicable in the treatment of such cases may, as a rule, 
with slight modification, be made applicable to all. 

In dismissing repeated aspiration as an inadequate method 
of treatment in metapneumonic empyemata, I would cite the 
xperience of Borelius. In twelve cases treated with primary 
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thoracentesis and secondary thoracotomy, the average duration 
of treatment was one hundred and seven days, whereas in seventeen 
cases treated by primary thoracotomy the average duration of 
treatment was only fifty-two days. Undoubtedly cases may be 
cured by repeated thoracentesis, cases in which the effusion is but 
slightly purulent and massive fibrinous exudate is absent. These 
cases nearly always occur in children. Preliminary thoracentesis, 
however, to relieve pressure, diminish absorption, and promote 
reéxpansion, is unquestionably a desirable practice. 

Simple thoracotomy has had, and still has, many ardent 
advocates, but few who have had extensive hospital experience 
will maintain that simple intercostal drainage is efficient in the 
majority of cases. Without a fairly large incision and the use of 
the rib spreader, digital exploration and the evacuation of large 
masses of exudate are out of the question. 

My own experience has confirmed me in the belief that the 
most satisfactory method is resection, under local anzsthesia, of 
a portion of the ninth or tenth rib, and the employment of negative 
tension drainage after the removal of all coagulum, either digitally 
or with the aid of a gall-stone scoop. 

Methods of drainage having as their object the partial or com- 
plete restoration of the normal intrathoracic tension (methods 
essentially physiological in their bearing) date from the intercostal 
siphon drain of Buelau in 1891. Perthes recorded an advance 
upon this method in suggesting continuous aspiration after rib 
resection. Hutton in 1898, Baylor in 1899, and Williams in 1900, 
devised valvular mechanisms which permitted the escape of pus 
and air during forced expiration or coughing, but which, to a 
much greater extent than the simple pus-soaked dressing, prevented 
the ingress of atmospheric air. 

My knowledge of the value of negative tension drainage in. 
the treatment of acute empyema has been gained with the use of 
the apparatus here shown, and I am satisfied that the results ob- 
tained have justified the presentation of this method by Dr. Hill 
and myself in 1911. The technique of the operation is very simple. 
The dressings require time and careful supervision. The use of 
suction is continued as long as there is evidence of tidal air. Since 
the introduction of this method in my own clinic, it has not been 
necessary in any case of acute empyema to perform subsequently 
an extensive rib resection for the obliteration of a residual cavity. 

Chronic empyema. In chronic empyema, especially in chronic 
unopened empyema, and even in chronic cases in young subjects 
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in whom drainage has been previously employed or rupture has 
been spontaneous, this method of negative tension drainage has 
been found most efficacious. 

In those cases of chronic empyema in which there is a dis- 
charging sinus and a residual collection of pus, varying from one 
ounce to a pint or more, efforts must be first directed towards 
securing free and dependent drainage, in order to rid the patient 
of toxemia and to restore a standard of health which will permit 
of more radical operation. This will probably require a month 
or six weeks. Definite information as to the position and extent 
of the cavity should then be secured by means of the z-ray. The 
safest method of outlining the cavity is to tampon it with gauze 
soaked in an aqueous suspension of barium sulphate. 

The decortication operation of Fowler and Delorme and the 
discission operation of Ransohoff find many advocates, but these 
operations are frequently only partially successful. The method 
of Estlander or of Willms may be found sufficiently radical in certain 
cases. Even the mutilating procedure of Schede may fail to secure 
sufficient chest-wall collapse to obliterate the cavity. The most 
rational of the extensive operations is that described by Robinson 
of the Mayo clinic—an operation in which muscle-filling plays 
a large part in the obliteration of the cavity, leaving a large but 
exposed area to heal by granulation and the ingrowth of skin. 

No one method can be singled out as the method of choice, 
because treatment must vary with different cases. In one case 
one might have to use several methods of treatment in succession. 
For instance, there might be a primary decortication, followed at 
the end of a couple of months by an Estlander or Willms operation 
and still later by a local muscle-filling operation, and finally the 
use of Beck’s paste for the obliteration of a persistent sinus. Any 
or all of the procedures which have been mentioned may be suited 
to particular cases, and a knowledge of them all is therefore essential. 
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SUPPURATIVE CONDITIONS OF THE LOWER 
RESPIRATORY TRACT 


ROENTGENOLOGICAL ASPECTS 
By W. A. Witxins, M.D. 


Roenigenologist, Montreal General Hospital ; Demonstrator of Roent- 
genology, McGill University; Consulting Roentgenologist, 
Gray Nuns Convalescent Home. 


[N many ways the chest is a most favourable region for 2-ray 
examination. The obstruction to the passage of the rays offered 
by the air-containing lungs is very slight, and accordingly contrasts 
with the denser tissues are marked. Not only is one able to obtain 
a wealth of detail on the plate, but he is able to utilize to the very 
greatest advantage the fluoroscopic examination. With the per- 
fection of apparatus, improvement: in technique, and especially 
since the introduction of the Coolidge tube, the hurried and fre- 
quently incomplete examination of earlier days is eliminated. In 
fact the screen examination of to-day is a leisurely proceeding; 
often the most important part of the examination, the value of 
which will depend upon the sharpness of the observer’s eyes to 
see and upon his ability to recognize and interpret what he sees. 
Nearly all chests upon close scrutiny will show some degree 
of pathology, in estimating the importance of which the patients’ 
age and habits of living must be taken into consideration. In the . 
majority of cases without symptoms this pathogloy is so slight as 
to warrant no further concern. In suppurative lesions of the 
lower respiratory tract—as the name implies—one has to deal 
with the presence of pus. The shadow of pus naturally will be 
the same whether the condition is due to emypema, pyo-pneumo- 
thorax or to any other suppurative lesion, accordingly, factors 
other than the mere shadow of pus must be considered in the 
differential diagnosis. Fortunately each condition has special 
features which aid. . 
To interpret the shadow rationally one must make use of his 
knowledge of pathology and of the clinical history. It is necessary 
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to know the pathology in order to appreciate the different elements 
which influence the production of the shadow picture. One must 
constantly keep before him a mental picture of the condition present 
within the chest which is casting the shadow, and the plates must 
be studied with an extremely analytical eye. An error of inter- 
pretation is not the fault of the x-ray, but rather the fault of some 
one trying to read into the plates something which he could not 
see, or something which he thought he saw. The clinical history 
is best obtained by working in collaboration with the internist. 
The most favourable opportunity for this is to see the case together 
at the fluoroscopic examination, and to consult over the plates. 
To this consultation each brings whatever special knowledge he 
may possess. The final verdict or summing up must rest with the 
clinician. 

Before proceeding to the differential diagnosis, I will mention 
briefly the all-important x-ray technique. In chest work especially, 
the z-ray examination is a great deal more than mere picture- 
making. The fluoroscopic examination is most important. Besides 
assisting in localizing, it is possible amongst other things to obtain 
an idea of the dynamics of the case, which is not possible with the 
plate, as it records static conditions only. The waves produced 
by shaking the patient or by the pulsations of the heart can be 
readily seen in pyo-pneumo-thorax or in large abscess cavities. 
An accurate idea of the size and situation of the lesion can be made 
out, as in abscess. When stereoscopic fluoroscopy is perfected, 
the value of the fluoroscopic examination will be inestimable. 
Concerning the plate method, stereoscopic plates are of value not 
only in diagnosis but also in localizing and one is enabled to study 
the plates at leisure. The single plate may be sufficient to establish 
the diagnosis in many cases but conveys no information concerning 
the exact situation of the lesion. 

With regard to the distinguishing features of the more im- 
portant of the suppurative lesions of the lower respiratory tract, 
the following may be said. It has been my experience that bron- 
chiectasis frequently presents difficulty of recognition with a degree 
of certainty, and the clinician is as frequently undecided between it 
and abscess. At the x-ray examination, in spite of the great differ- 
ence in pathology the indecision may remain in certain cases. 
Clinically the case may simulate abscess, the odour of the breath 
may be pronounced and the x-ray examination may suggest small 
multiple abscesses. If the condition is marked, and the examination 
has been satisfactory, little difficulty will be experienced, the shadows 
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of the dilated bronchi with thickened walls, generally filled with 
secretion, being characteristic of no other condition. These are seen 
on the plate both longitudinally and on cross section. The appear- 
ance will vary, depending upon whether or not the bronchi contain 
secretion. If empty, the large white circles of the thickened walls 
on cross section and the tubular appearance longitudinally will be 
seen. If containing secretion, the clear appearance of air will be 
replaced by a misty shadow. 

Empyema, if extensive, presents the same general appearance 
as pleurisy with effusion, although the shadow. is usually denser. 
If small, as is more frequently the case, it may require to be dis- 
tinguished from abscess. Its situation at the base, its greater or 
less irregularity of outline due to adhesions, and its more uniform 
density, are points in favour of empyema. Interlobar pleurisy or 
empyema may lead to great difficulty in diagnosis, but the situation 
and shape as determined fluoroscopically or by means of stero- 
scopic plates are generally sufficient to avoid error. 

In pyo-pneumo-thorax the z-ray picture is distinctive. The 
collapsed lung, the brilliant air-containing pleural cavity and the 
dense shadow of pus with a level top is diagnostic. In whatever 
position the patient may assume, the upper level of the pus will 
remain parallel to the earth’s surface. No condition is more 
striking nor easier of diagnosis than a well marked case of pyo- 
pneumo-thorax. Fluoroscopically, waves may be produced by 
shaking the patient or by the pulsations of the heart. 

In abscess of the lung, the picture will vary depending upon the 
conditions present at the examination, or with the technique 
employed. The vertical position is the only one to be relied upon 
with any degree of certainty, but at times the very serious condition 
of the patient may prevent this posture. A tilting table permits 
of posturing the patient in a position such that if not vertical it is 
at least not horizontal, and whatever air may be present in the 
cavity will collect at the highest point and the secretion below with 
a horizontal upper limit. If the cavity is full at the z-ray examina- 
tion, the abscess will appear as an area of increased density generally 
in the midst of pathological lung tissue; if empty of secretion it will 
appear brilliant owing to the air contained therein. If both air 
and secretion are present, the appearance will vary depending upon 
whether the patient is viewed in the horizontal or in the vertical 
position. If in the horizontal position, it will appear as more or 
less mottled; if in the vertical, the characteristic appearance of 
“air above and pus below”’ will be present. 
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In the above, I have endeavoured to bring before you a few 
of the features associated with the x-ray findings in suppurative 
lesions of the lower respiratory tract, and to illustrate same with 
lantern slides. This group is composed of conditions, any one of 
which would furnish sufficient material for separate consideration. 
In fact, abscess of the lung has been so treated by me before the 
x-ray section of this meeting, and accordingly some of my remarks 
here are a repetition of what I have already said before that section. 


Tue following information is taken from the forty-sixth 
annual report of the vital statistics of Ontario for the year 
1915. The estimated population of the province was 2,767,350. 
The number of births registered was 67,032, the males numbering 
34,701 and the females 32,331. The illegitimate births were 
1,472. The marriages numbered 23,506 as compared with 24,245 
during the previous year. The deaths were 33,294 as compared 
with 32,440 in 1914. Among the causes of death were: Organic 
heart disease in 2,835 cases; tuberculosis in 2,466 cases; pneumonia 
in 2,352 cases; cancer in 1,982 cases; apoplexy in 1,418 cases; 
diseases of the arteries in 1,242 cases; infantile diarrhoea in 1,189 
cases; Bright’s disease in 1,117 cases; broncho-pneumonia in 662 
cases; and paralysis, without specified cause, in 527 cases. The 
death rate from tuberculosis was eighty-nine per hundred thousand 
of population, which is an increase of four over that of the two 
preceding years. 


A REPLY to the letter published in our last issue over the 
signature of Dr. J. W. S. McCullough, Chief Officer of Health, 
of Toronto, has been received from the Synthetic Drug Company, 
of that city. It is a matter of regret that this reply has been re- 
ceived too late to be considered in this issue. It will, however, 
be dealt with in the December number. 
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THE CANADIAN MEDICAL PROFESSION AND 
THE WAR 


THE administration of the medical side of the war by the 

Government and the Militia Department has already 
provoked comment in these pages. We would call the atten- 
tion of our readers to the eminently practical remarks made 
in this connexion by Dr. D. J. Gibb Wishart in his Presidential 
Address before the Academy of Medicine of Toronto, published 
in this issue. In this he points out the need for systematic 
mobilization of medical forces under the direction of com- 
petent medical authorities, and adduces the example of the 
United States, where immediately upon the declaration of 
war the acknowledged leaders of medicine were summoned 
to Washington to consult upon the most scientific way in 
which the trained profession could be utilized. 

The questions raised by the passage of the Military 
Service Act, first as to the number of army surgeons the 
profession of this country can legitimately supply, and 
secondly, whether students entered upon their course of 
medical study should be liable to the draft, are pointed out 
to be of vital interest and importance to the whole community. 
They require for their right solution the intelligent codpera- 
tion and advice of the leaders of the profession, and especially 
of those men who have returned with experience gained 
overseas. Medical attendance must be provided both for 
the people at home and for their sons at the front. A con- 
tinuous supply of students must be provided to fill our ranks, 
which are being so speedily depleted by death and by enlist- 
ment. Above all, the waste of energy and capacity that 
takes place when men of high professional training, who are 
meeting high professional responsibilities at home, are sent 
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without discrimination to fill military posts of much narrower 
usefulness, instead of to the more specialized work that 
awaits them either here or abroad, should be avoided. It 
is not too late yet, Dr. Wishart reminds us, for the Govern- 
ment to summon “‘intelligence”’ to its aid. 

The profession who have carried on the teaching of 
medicine continuously for nineteen months, as was done at 
several Canadian universities, in order to secure a sufficient 
supply of young physicians for the army services, have as 
truly laboured for the cause of the Allies as has any officer 
who goes to the front or any business man who remains at 
home to direct the supply of munitions, but the Government 
has not borne one dollar of the expense; nor has it distributed 
any honours, nor even uttered one word of thanks. 

The Staffs of the Hospitals have cheerfully assisted many 
of their number to get away overseas and have “carried on”’, 
doing their own work as well as that of their absent confréres. 
There is not a Hospital in Canada to-day that is not under- 
staffed, and in addition much unremunerated work for re- 
turned soldiers is being performed and upon men who in 
ordinary times would be paying fees to those who now con- 
tribute their labour without price. 

The burden is falling upon the few rather than upon 
the many, and the time is come when the profession has the 
right to look to the Authorities at Ottawa to mobilize the 
whole profession; to assign those who, by virtue of their 
age and experience are suitable, to the chief posts of responsi- 
bility; to order overseas all those under thirty-five without 
families to support; and generally to distribute the profession 
so as to equalize the strain and meet evenly the needs of the 
public. Men who-are handling large public clinics, or engaged 
in important teaching posts should not be dragged away to 
less important duties. A strong committee of leaders in 
medicine, not politicians, should be at once summoned to 
assist the Surgeon General to distribute the tasks among the 
profession—this committee should be nominated by the 
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Dominion and Provincial Medical Authorities and by the 
University Medical Faculties and thus be truly representative. 

There are three demands which our profession makes 
—of the authorities at Ottawa. 

1. A seat upon the militia council, for the Surgeon 
General. 

2. The appointment of a permanent Surgeon General 
whom the profession can trust and respect. 

3. The appointment of an Advisory Committee to the 
Surgeon General of leaders of the profession nominated by 
the Dominion and Provincial Medical Associations and by 
the Universities. 

There need be no clashing with the regular C.A.M.C., 
for the new men would hold temporary appointments only; 
and for the purposes of the object ‘which is sought, receive 
the temporary rank which the position to be occupied de- 
mands. | 


REVERE OSLER 


T is with deep regret that we learn of the sad bereavement 
suffered by Sir William Osler through the death in action 
of his only son, at the same time his only child. Second- 
Lieutenant Edward Revere Osler, R.F.A., died in France at 
the age of twenty-one years, on August 30th last, of wounds 
in the chest and abdomen, inflicted twenty-four hours pre- 
viously when, with seven other men of his battery, he was at 
work in the open, preparing to remove the guns. A stray 
shell exploded in their midst, wounding all. At the casualty 
clearing station to which he was taken, he was recognized 
as his father’s son, and Dr. Harvey Cushing, of Boston, Dr. 
Crile, of Cleveland, and Dr. Brewer, of New York, were 
summoned from near-by American stations and gave him 
all the alleviation that skill and loving hands could render. 
Revere Osler was a commoner of Christ Church, Oxford. 
He joined the McGill Hospital on its arrival in England and 
served for eight months with it in France as assistant 
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quartermaster with the rank of captain, and was there much 
beloved. He left it for more active service in the British 
Royal Field Artillery. 


Ir is reported that on account of the increasing frequency 
of the German air raids, the Canadian hospitals at Rams- 
gate have been evacuated and the patients distributed 
temporarily to other hospitals. For some months the danger 
from air raids both at Ramsgate and Broadstairs, situated 
as they are on a part of the coast easily accessible to the 
German machines, has been growing and the effect of explo- 
sions upon patients suffering from shell shock has sometimes 
been disastrous, as can easily be imagined. It is unfortunate 
that institutions so carefully organized and so well equipped 
as, for instance, the Granville Canadian Special Hospital 
and the Officers’ Hospital, recently opened at Broadstairs, 
should have to be abandoned, but it will assuredly be relief 
both to patients and staff, to get to a safer place and to be 
relieved of the feeling that the building may be struck by 
a bomb at any moment. 


In the introduction to the first number of Recalled to 
Life, which appeared in June, the purpose of the publication 
is stated as being an attempt “‘to diffuse as widely as possible 
among those who are in any way concerned with the welfare 
of our sailors and soldiers returned disabled from the war, 
and not less among such sailors and soldiers themselves, 
knowledge as to the means by which they may be restored, 
as nearly as the nature of their injuries permits, to full par- 
ticipation in, and full enjoyment of the activities of civil 
life’; and “to present something like a complete map of the 
field (of activity open to the disabled soldier and the training 
necessary to fit him to take advantage of opportunities) 
and thereafter a continuous and inspiring record of the work 
that is being done in it’’. 

The number opens with an article on the Treatment of 
the Disabled, from the pen of Sir Alfred Keogh, in which is 
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given a preliminary survey of the organization which has 
been set up for the care, reéducation and return to civil life 
of the wounded and disabled in Great Britain. A general 
account of the responsibility assumed by the State and the 
provision made for the treatment, training and after-caré 
of disabled soldiers and sailors is given in an address delivered 
before the Inter-Allied Conference at Paris, by Sir Arthur 
Griffith-Boscawen, parliamentary secretary to the Ministry 
of Pensions, and an able and comprehensive article on Ortho- 
peedic surgery in its relation to the war is contributed by Sir 
Robert Jones. Under the head of Pensions, Captain Basil 
Williams gives an historical summary, an account of the 
present status of pensions, a report of the arrangements for 
the care of disabled soldiers and the treatment of special 
forms of disability. A report of work in France and Ger- 
many, which was prepared by the Intelligence Department 
of the Local Government Board, London, and which is also 
contained in this number, contains much interesting informa- 
tion and gives some idea of the magnitude of the task of 
providing for the disabled. 


A METHOD, reported in the British Medical Journal, 
was recently described before the Royal Society, by Drs. 
C. H. Browing and S. Russ, by which it is possible to deter- 
mine what portion of the ultra-violet spectrum is most 
effective in germicidal action and to specify the wave length 
of the radiation at which such action practically ceases. 
The method consisted in exposing a thin film of organism 
spread on a nutrient surface, such as gelatine or agar, to the 
spectrum from a tungsten arc. The image of the slit of the 
quartz spectrometer used produced a permanent effect upon 
the bacterial film over a certain range of wave lengths. This 
germicidal action became apparent on incubation at 37° C, 
subsequent to the exposure; a copious growth occurred except 
in those'regions where the organisms had been killed. Records 
of such action were obtained which resembled a photograph 
of the spectral lines. The method has been applied to test 
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the range of susceptibility of a number of different patho- 
genic organisms. It was possible to expose cultures of two 
different organisms simultaneously to the same intensity and 
character of radiation. The ranges of susceptibility of B. 
typhosus and B. coli were closely similar and practically 
the same as those of other organisms such as staphylococcus 
Pyogenes aureus and the meningococcus. A striking feature 
of the germicidal action of the radiation in question was its 
abrupt termination at a wave length of about 2960 A U. It 
has been found possible to correlate this feature with “‘selec- 
tive absorption”’, for it was found that the organisms exhibited 
marked absorptive power for just those rays which have 
germicidal action. 


Ir is encouraging to learn that out of one hundred and 
twelve soldiers who had been discharged from various hos- 
pitals as totally disabled and admitted to the Star and Garter 
Home at Richmond, England, eighteen have left the hospital 
**improved”’ and five others have shown such marked im- 
provement that they were able to walk out of the hospital 
without assistance. This hospital is intended to be a per- 
manent home for disabled and helpless soldiers and sailors 
who are unable to obtain in their own homes the skilled nursing 
and attention they require. 


Tue National Committee for Mental Hygiene has been 
authorized by the Surgeon-General of the United States 
Army to organize and equip neuro-psychiatric hospital units 
to be attached to base and other military hospitals. A 
mental hygiene war work committee has been appointed by 
the National Committee and a report has been submitted 
by the sub-committee on clinical methods and standardiza- 
tion of examinations and reports. This report represents 
the first attempt ever made, in organizing an army, to take 
into consideration the neuro-psychiatric qualifications of 
men. It has been drawn up with a view to assisting the 














ASSOCIATION JOURNAL 1015 


medical examining officer to recognize certain forms of nervous 
and mental disease which would unfit the individual for 
active service, as experience has shown that such men are 
not able to withstand the rigours of modern warfare. Par- 
ticular importance is attached to early symptoms and to 
those diseases which have no very obvious symptoms but 
which, nevertheless, can be diagnosed relatively easily and 
with considerable certainty. 

It is suggested that the work of the v8! assigned 
to the various military camps might be greatly expedited 
if camp surgeons and line officers would bear in mind certain 
fundamental facts and would pick out those individuals 
who were likely to require neuro-psychiatric examination. 
For instance, all men suffering from syphilis or hyperthy- 
roidism should be referred to the psychiatrist for further 
examination, as should those exhibiting such traits as irrita- 
bility, desire for seclusion, sulkiness, depression, shyness, 
timidity, sleeplessness, over-boisterousness, persistent ten- 
dency to violate discipline, dullness, stupidity, marked 
emotional reaction such as vomiting and fainting at bayonet 
drill, peculiarities of attitude, speech or behaviour sufficiently 
marked to attract attention of associates, suspicion, sloven- 
liness in dress, difficulty in executing muscular movements; 
“queer sticks’, cranks, sleep walkers, bed wetters, and butts 
of practical jokes. 

The report concludes with the expression of opinion 
that the psychiatric examination of recruits would be much 
expedited if permission were granted to the psychiatrists 
in the various camps to train and utilize hospital sergeants 
and others who might be chosen by them to make group 
examinations of recruits for the following conditions,—pupil- 
lary changes, absent or increased knee jerks, station and 
gait disorders, marked tremors when fingers are extended, 
facial tremor on showing teeth; and that all men exhibiting 
any of these symptoms should be referred to the psychiatrist 
for more intensive examination. 
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Miscellany 


Book Reviews 


Materta MEpIcA AND PRESCRIPTION WRITING. By Oscar W. 
| BetuHEA, M.D., Ph.G., F.C.S., assistant professor of materia 
medica and instructor in prescription writing, Tulane 
University of Louisiana. Second revised edition; 517 pages. 
Price $4.50 net. Publishers: F. A. Davis Company, 

1914 Cherry Street, Philadelphia, 1917. 

In Part I of this book we find the usual list of drugs described 
briefly, space being given to preparations, doses, therapeutic 
action, uses and methods of administration. The arrangement is 
excellent. Many of the drugs mentioned, however, might have 
been omitted without seriously affecting the value of the work. 

The arrangement of Part II is good, the first half being devoted 
to general information on prescription writing, metiology, incom- 
patibility, etc., while the second half takes up particular prescrip- 
tions selected to illustrate common errors of prescription writing. 


FRACTURES OF THE LOWER EXTREMITY OR BASE OF THE RapIvs. 
By Lewis S. Pincuer, A.M., M.D., LL.D., consulting 
surgeon, Bushwick, Jewish, St. John’s and Bethany Dea- 
coness Hospitals. 132 illustrations. Price $2.00. Pub- 
lishers: J. B. Lippincott Company, Philadelphia, London 
and Montreal. 1917. 

In Dr. Pilcher’s books we have a very excellent exposition 
of the fractures of the lower extremity of the radius, based upon 
long experience and very careful study. One can hardly imagine 
a more useful book for the interne and the general practitioner, 
who still, unfortunately, so frequently mishandle these cases; 
and the experienced surgeon also can well find in the book much 
that he may have forgotten, and some things that he never knew. 
The illustrations deserve a particular word of commendation. 
In the 116 pages there are 132 illustrations composed about equally 
of skiagrams and drawings. ‘The anatomy of the part, the mechan- 
ism of the fracture, the diagnosis and the treatment based on these, 
are all concisely yet thoroughly set down. 

The book is heartily to be recommended. 
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A PractTicaAL TREATISE ON FRACTURES AND DISLOCATIONS. By 
Lewis A. Strmson, B.A., M.D., LL.D., professor of surgery 
in Cornell University Medical College, New York. Eighth 
edition, revised and enlarged. 933 pages with 475 illustra- 
tions. Publishers; Lea & Febiger, New York and Phila- 
delphia, 1917. 

Dr. Stimson’s well-known work appears in its eighth edition. 
It is unnecessary to repeat the commendation which has always 
greeted the publication of previous editions. On the whole it is 
probably the best general work we have in English on this subject. 
What distinguishes it from. other books on fractures is the extremely 
good bibliography scattered through the text. The student who 
desires to dig a little deeper into any particular aspect of fractures 
or dislocations is afforded a reliable guide to original articles, and 
is helped in addition by the independent criticisms and extensive 
knowledge coming from. Dr. Stimson’s very large personal ex- 
perience. 

The book is quite up-to-date. In few subjects have the 
advances made in the last two or three years been so marked as 
in the treatment of fractures. This, at least, we have got out of 
the war. Dr. Stimson during two visits to France, was able to 
observe the various forms of treatment of gunshot wounds of the 
bones, and he has introduced in the present edition, as far as pos- 
sible, the results of these new observations. He illustrates, for 
instance, the Blake splint for fractures of the femur, as used in 
the American Ambulance in Paris. One might remark, however, 
that it would have been well to describe and illustrate with some 
fullness the methods of Major Sinclair at Boulogne, which represent, 
in the writer’s opinion, a still better method of treating compound 
fractures of the leg. In general there is perhaps insufficient mention 
of the work of the English school, which has in the last three years 
been so prominent in the development of the treatment of gunshot 
fractures. 

The book is to be recommended most heartily to the student 
and practitioner, and also to the surgeon. 
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Books Received 


THE following books have been received and the courtesy of the 
publishers in sending them is duly acknowledged. Reviews will be 
made from time to time of books selected from those which have 
been received. 


CONGENITAL WoRD-BLINDNEss. By James HINsHELWOOD, M.A., 
M.D., F.R.C.P.S., late surgeon to the Glasgow Eye In- 
. Price 4s. net. Publishers: H. K. Lewis & Co., 

136 Gower Street, London, W.C., 1917. 


DANGERS IN NecK-Wear. By Watter G. Watrorp, M.D. 
Price 4s. Publishers: H. K. Lewis & Co., 186 Gower 
Street, London, W.C., 1917. 


THe Practica, Mepicine Serres: Comprising ten volumes on 
the Year’s Progress in Medicine and Surgery. Under the 
general editorial charge of CHarLEs L. Mix, A.M., M.D., 
professor of physical diagnosis in the Northwestern Uni- 
versity Medical School. Vol. III, Tue Eyez, Ear, Noss, 
AND THROAT. Price $1.50. Edited by Casry A. Woop, 
C.M., M.D., D.C.L., and others. Vol. IV, Gynascoxoey. 
Edited by E. C. Duptry, A.M., M.D., professor of gynx- 
cology, Northwestern University Medical School, and 
others. Vol. V, PapratTrics. Edited by I. A. Apt, M.D., 
professor of pediatrics, Northwestern University Medical 
School, and others. OrtTHopmpic SurGcEery. Edited by 
JoHN Ripton, A.M., M.D., professor of orthopedic surgery, 
Northwestern University Medical School, and others. 
Series 1917. Price $1.35. The Year Book Publishers, 608 
South Dearborn Street, Chicago. 


FRACTURES OF THE LOWER EXTREMITY OR BASE OF THE RaDIUs. 
By Lewis S. Pitcuer, A.M., M.D., LL.D., consulting 
surgeon, Bushwick, Jewish, St. John’s and Bethany Dea- 
coness Hospitals. 132 illustrations. Price $2.00. Pub- 
lishers: J. B. Lippincott Company, Philadelphia, London, 
and Montreal, 1917. 
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MEDICAL AND SurGicaAL Reports OF THE EpiscopaL Hospirat. 
Vol. IV. Philadelphia: Press of Wm. J. Dorman, 1916. 


MANUAL OF THE DISEASES OF THE Eye. For Students and General 
Practitioners. By CHartes H. May, M.D., director and 
visiting surgeon, Eye Service, Bellevue Hospital, New 
York. Ninth edition, revised, with 377 original illustra- 
tions. Price $2.50 net. Publishers: Wm. Wood & Co., 
51 Fifth Avenue, New York, 1917. 


A Trxt-Booxk or First Aip AND EMERGENCY TREATMENT. By 
‘A. C. Burnuam, M.D., instructor in surgery in the Poly- 
clinic Hospital, New York. 298 pages with 160 engravings. 
Publishers: Lea & Febiger, Philadelphia and New York, 
1917. 


HANDBOOK oF ANaToMy. By James K. Youna, M.D., F.A.C.S., 
professor of orthopedic surgery, Philadelphia Polyclinic. 
Fifth edition, revised and enlarged. 422 pages with 154 
engravings. Price $2.00 net. Publishers: F. A. Davis 
Company, 1914 Cherry Street, Philadelphia, 1917. 


PracticaL Materta MEpiIcA AND PRESCRIPTION WriTING. By 
Oscar W. BetuEa, M.D., Ph.G., F.C.S., assistant professor 
of materia medica and instructor in prescription writing, 
Tulane University of Louisiana. Second revised edition. 
517 pages. Price $4.50 net. Publishers: F. A. Davis 
Company, 1914 Cherry Street, Philadelphia, 1917. 


Hyqrenr aNnD Pusitic Heaurn. By Louis C. Parkes, M.D., 
D.P.H., University of London, lieutenant-colonel R.A.M.C. 
(temporary), consulting sanitary adviser to His Majesty’s 
Office of Works; and Henry R. Kenwoop, M.B., F.RB.S., 
D.P.H., London, lieutenant-colonel R.A.M.C. (temporary), 
Chadwick professor of hygiene in the University of London. 
Sixth edition. 774 pages with illustrations. Price 14s. 
net. Publishers: H. K. Lewis & Co., 186 Gower Street, 
London, W.C., 1917. 


ELECTRO-THERAPEUTICS FOR Miuirary Hosprtats. By Wi.rrip 
Garton, M.R.C.S., L.R.C.P., temporary captain R.A.M.C. 
Price 2s. net. Publishers: H. K. Lewis & Co., 136 Gower 
Street, London, W.C., 1917. 
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Res Fudicande 


ARTHROPOD PARASITES SUGGESTED AS A FACTOR IN 
THE ATIOLOGY OF SOLDIER’S HEART 
AND ALLIED WAR DISEASES 


By Anne Youne, M.D., D.P.H. (Penn.), D.T.M. (Harvarp) 


SOME days ago it was my privilege to read an editorial in the 
issue of this JouRNAL of July, 1916, on ‘‘Soldier’s heart’’. 

The variance of the views upon its etiology there recorded, 
and the idea put forward by most observers that an underlying 
toxemia is at work in almost all of the cases, together with the 
fact that the symptoms of this condition resemble to my mind 
so closely those resulting from bites of animals and insects known 
to be venomous, that the question has presented itself to me, 
whether there is any possibility that ‘‘soldier’s heart”? could have 
an etiological relation to the products of the vermin encountered 
by the soldiers in the trenches and battle fronts of Europe. Bac- 
terial, or chemical toxin, and over-exertion have been put forth as 
possible predisposing or determining causative factors, but the 
possibility of an animal venom has not, so far as I know, been 
considered. The effect of a few lice probably could not produce 
results appreciable to the individual or attending physician, but 
is there not a possibility that the harmless few when multiplied 
by many might produce disturbances such as those classed as 
‘‘soldier’s heart’’,’ which have occurred, not only in this war, but 
in the Civil War of the United States,” both of which are notorious 
by reason of their vermin? 

War nephritis stands in a similar class in so far as geographical 
distribution is concerned, making its first appearance during the 
American Civil War and producing its highest case record from 
March, 1862, to March, 1863.2 In that war the Confederate 
troops made a sudden advance northward, then retreated, after 
which they settled down to prolonged trench warfare producing 
conditions comparable to those in Europe to-day. 

Every practising physician has seen cases of enlarged cervical 
glands due to the presence of pediculus capitis, a condition which 
always suggests a systemic poison. May it not be that during 
the act of piercing the skin and sucking, the louse deposits a portion 
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of its salivary secretion in the tissue? Again pediculosis pubis is 
often associated with steel grey lesions on the sides of abdomen, 
thorax, and inner sides of arms and thighs. The louse injects 
the pigment while feeding. Similar lesions have been experi- 
mentally produced by imoculating the crushed louse. Not all 
infested persons show the pigmentation, a point suggestive of a 
special predisposition. 

The louse is only one member of a large class of animals 
under our consideration—whose mouth parts are specialized either 
to bite or suck, or fitted both to bite and suck. The bed bug 
injects an irritating fluid in order to increase the flow of blood to 
the part. The wood tick is sometimes parasitic to man, causing 
an itchy, painful urticarial lesion. The bird mites, fowl mites, 
chicken lice may also become parasitic on man and escape obser- 
vation because they resemble grains of sand. The mite of scabies 
needs no specification. Pediculoides ventricosus is found in straw 
(on which our men frequently sleep) and grain, and causes straw 
itch or grain itch. This little animal requires a magnifying lens 
of moderate power to detect it. Contrary to the habit of the 
mite of scabies, it does not burrow in the skin but pierces for the 
purpose of securing nourishment, at the same time introducing 
& venom as a result of which there may be a local eruption of ery- 
thema, urticaria, or vesico-papules, in addition to a slight fever, 
moderate leucocytosis, slight albuminuria and often eosinophilia 
following an infestment. The sand flea is capable of producing 
an adenitis. The hairs from the “brown tail’? moth, its cocoon 
and caterpillar, in susceptible persons, produces a dermatitis 
accompanied with symptoms pointing to a systemic infection. 
Its barbed hairs can be transmitted to the body by the handling 
of vegetables or plants or from infested clothing. Dr. Tyzzer‘ 
has demonstrated that the irritating substance is introduced in the 
hairs and produces a change in the red blood cells. 

We think of insects chiefly as being dangerous in so far as 
they introduce protozoa or carry bacteria, but animals frequently 
become diseased as a result of the biting and sucking of insects 
and allied animals. In the same way do massive trees suffer and 
die. From Africa we learn that great forest animals die from 
the bites of locusts. It is a proven fact that size has little to do 
with the virulence of a venom. A young cobra just escaping 
from its egg has a venom as virulent as its mother’s. The fact 
is well known that some persons suffer intensely from mosquito 
bite even to the general impairment of health, accompanied with 
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marked local reaction; others respond similarly to bed bug bites. 
In India we have a fever referred to as sand fly fever. 

For information regarding the constituents of venoms, their 
effects on the various tissues and organs of the human subject, 
we are thrown back largely to the many valuable studies” °, made of 
snake venoms and those of a few of the smaller animals. The 
studies made on venomous animals have brought out the fact 
that their venoms are nothing more than digestive secretions, not 
for defense, but for digestion. In some cases, before ingesting 
the prey the digestive fluid is introduced into the prospective 
meal and given time to act; in other cases the prey is swallowed 
before the venom acts. The hookworm introduces a secretion 
which prevents the clotting of blood and probably all the metazoan 
parasites act through a digestive product. Snakes are known to 
swallow birds and digest them so that no trace of bone or feather 
is found in the intestines or feces. The warming of a small South 
American frog causes it to send forth an exudate which rubbed 
on the arrow of the Indian furnishes him with one type of poisoned 
arrow. 

Sponge-divers’ malady, with systemic symptoms as well as 
local effects, follows contact with sea anemone. Certain spider 
bites cause sensations of pain with swelling and muscular contrac- 
tions. Such spiders have killed milch cows. A dry extract of 
lactrodectus injected into dog or cat causes death with phenomena 
of dyspnoea, convulsions, progressive paralysis of respiration and 
heart. Young spider eggs are more toxic than adult eggs. 
Scorpions, myriopods, insects and bees all produce a neurotoxin. 

The study of venoms has resulted in a broad classification. 
They all fall into one or two possible classes, namely, those with a 
specific action on nervous tissue and those with a specific action 
on blood and blood containers and lymph vessels. The most 
recent investigations show that many of the snake venoms contain 
both neurotoxins and hemotoxins. 

If in the case of “‘soldier’s heart’’ an animal venom is at fault, 
analogous to those already investigated, we may thus expect to 
find it operating through the nervous tissue or through the blood 
system. | 

The battle front is a grassless, shrubless, treeless land! There 
must be seasons when myriads of adult insects and larve swarm 
from the ground to find no vegetation from which to suck their 
life sustaining juice. Is it not conceivable that in the absence of 
vegetation, except dried tobacco and straw, they seek an animal 
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juice? Again, may it not be that the trench term “vermin” 
includes many insects, such as grain mites, tree lice, jumping 
tree lice, fleas, bugs, etc., as well as the myriads of similar animals 
that feed on decaying vegetable in water. An insect capable of 
inserting into a tree a toxin sufficient to produce a disease resulting 
in the tree’s death might, in the absence of that tree, turn its atten- 
tion to man. 

The soldier of to-day is clothed with gum boots to the thighs, 
in rain he wears an oil skin coat; his evaporation is practically nil; 
for days he is so clothed and if we read aright he is frequently 
infested with “‘trench vermin’’. He is, in many cases, practically 
receiving a continuous dose of animal toxin. His method of 
handling it depends on the size of the dose and largely on his 
condition at its reception. In this connexion it would be interest- 
ing to know how the fat man takes it. 

In an article on ‘‘Camp jaundice and the paratyphoid epidemic 
at the Dardanelles”, we read in The Lancet of March 25th, 1916: 
“Tt is remarkable that according to various precise and ‘revised’ 
reports furnished by intelligent Turkish prisoners there was no 
case of jaundice amongst the Turkish troops, whose sanitary con- 
dition was in other respects deplorable and far inferior to that of 
the Allies, and who were separated only by a few yards from the 
French and British troops who were at the height of the jaundice 
epidemic.” In other reports mention has been made of the fact 
that the Indian troops rarely contract ‘“‘War nephritis’. The 
peoples of both the Near and Far East have every opportunity 
to provide themselves with an anti-venom against many protozoa 
and metazoa. Their immunity is probably due to the presence in 
the blood of a specific anti-venom for the infesting vermin. May 
this animal venom not be the unknown but familiar ‘‘filtrable 
virus’’? 

The most outstanding inference from this hasty survey is 
that the digestive secretion of parasitic animals, hitherto considered 
imnocuous, may act as a toxin when introduced into the tissues of 
the human subject, and that the life cycle of insects may explain 
the peculiar outbreaks and disappearances of epidemics, even when 
of bacterial origin, as there are probably many symbiotic relation- 
ships between insects and bacteria. 

The writer’s reason for placing this suggestion at once before 
the public arises from the belief that it is worthy of immediate 
investigation. 

My hearty thanks are due to Dr. Maude Abbott for her 


scientific criticism and assistance. 
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Abstracts of Medical Literature 


Botu.isM. THE DANGER OF POISONING FROM VEGETABLES 
CANNED BY THE CoLp-Pack METHOD. By Ernest C. 
Dickson, San Francisco. Jour. Amer. Med. Assoc., 
September 22nd, 1917. 


Dr. Dickson’s article is most timely. In it he calls atten- 
tion to the fact that food poisoning from the presence of the 
toxin bacillus botulinus is probably more frequent than gener- 
ally believed,*and that it is found in canned vegetables and 
fruits as well as in meats. He reports on twenty-two known 
outbreaks of botulism in the United States in twenty-years, 
which showed a mortality of 67-9 per cent. He emphasizes 
the fact that most of the cases were from vegetables and fruit 
sources. From his experiments he shows that the toxin may be 
found in a considerable number of vegetables and fruits, namely, 
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peas, beans, green corn, and in mediums prepared from arti- 
chokes, asparagus, apricots, and peaches. He subjected arti- 
ficially contaminated peas and beans and corn, prepared by the 
cold-pack method so widely recommended to-day, to laboratory 
tests, and found that the bacillus botulinus and bacillus subtilis 
were present in all cases, bringing out the fact that the method 
is not efficient in the event of the material being contaminated. 
This is a spore-bearing organism as well as an obligative anzrobe. 
As the toxin is easily destroyed by heating he urges that all 
home canned products be boiled before being made into salads 
or eaten in other ways, or even tasted. . 


GoiTRE. AN ANALysIs OF 125 CasEs, WITH A NOTE ON THE 
TREATMENT. By Leigh F. Watson, M.D., Chicago. 
The New York Medical Journal, September 22nd, 1917, 
vol. evi, pp. 549 and 450. 


THE author reviews the records of.one hundred and twenty- 
five goitre patients, considering the cause, age at onset, and effect 
of previous operations in certain cases. He illustrates by tables 
the degree of enlargement, and reports the results following 
quinine and urea injection. 


In 43 per cent. no exciting cause could be elicited; in the 
remaining 57 per cent. the onset could be ascribed to a definite 
exciting cause. Of the one hundred and twenty-five cases, 15 
per cent. were caused by worry; parturition was responsible for 
11 per cent., and in 9 per cent. the condition was due to puberty. 
Twenty per cent. gave a family history of goitre and 11 per cent. 
of nervousness; 19 per cent. had had tonsilitis. © Forty-five per 
cent. of the exopthalmic patients first noted the goitre eight 
years before examination at the average age of thirty-four 
years, and the symptoms developed at the age of forty. Fifty 
per cent. gave a history of acute onset, two years before coming 
under observation at the average age of twenty-nine years. 
Sixty per cent. of the nonexopthalmic patients observed that 
they developed more marked symptoms of intoxication as the 
goitre became more chronic. 

Before coming under treatment, five exopthalmic patients 
had had ligation of the superior thyroid arteries with temporary 
relief; four had had partial thyroidectomies without per- 
manent benefit; three had had pelvic operations without lessening 
the hyperthyroidism; the condition of one was aggravated by 
a panhysterectomy; and one had had a tonsillectomy six months 
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before without influencing the severity of the exopthalmic 
symptoms. Enlargement usually begins in the right lobe, 
sometimes in the isthmus and least frequently in the left lobe. 
In 95 per cent. of the exopthalmic patients of this group both 
lobes and isthmus were involved before the goitre became exop- 
thalmic. A majority of the patients noticed increasing symptoms 
of intoxication as the goitre became more chronic, gradually 
involving both lobes and isthmus. Eighteen per cent. of the 
mildly toxic patients became exopthalmic after an average 
period of five years. This study indicates that both nontoxic 
and toxic goitre occur later in life in nengoitrous localities than 
in sections where the disease is more prevalent. 

The following table shows the results after quinine and urea 
injections: 

Effect of the Injection on 


Symptoms Relieved Improved Not Improved 
Exopthalmic.......... 85 (aver. 4 mos.) 15 0 
Nonexopthalmic....... 84 (aver. 2 mos.) 10 6 

Effect of the Injections on 
Goitre Cured Reduced Not Reduced 
Exopthalmic.......... 80 (aver. 5 mos.) 15 5 
Nonexopthalmic....... 75 (aver. 4 mos.) 12 13 


Two patients suffering with severe toxic goitre with exop- 
thalmos of several years’ duration received only slight benefit; 
later a lobectomy was done without additional relief. Four 
exopthalmic patients were pregnant two to four months. Relief 
from hyperthyroidism followed the injection and they went to 
term without recurrence and had normal deliveries. The number 
of patients cured is highest in the group of those who came for 
treatment early in the disease; the benefit received by those 
who came later was in proportion to the degree of damage done 
the circulatory and nervous systems. A goitre that has once 
disappeared has never recurred. A majority of the patients 
in this group have been under observation for two to four years. 
The quinine and urea injection has limitations the same as any 
other treatment for goitre and can be employed only in selected 
cases. The treatment of the exopthalmic type in young adults 
is very difficult, and should be attempted only under the most 
favourable circumstances. If the best results are to be secured, 
hyperthyroidal patients must have at least a year of mental 
and physical rest after treatment. 
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Obituary 


DR. GILBERT PROUT GIRDWOOD 


Dr. G. P. Grrpwoop, one of the most eminent men in the 
medical profession in Canada, died at his residence, 615 University 
Street, Montreal, on October 2nd. He was in his eighty-fifth 
year and had been ill for six years. For the past ten months 
he had not left his bed. 

Although blind for the last five years he took a keen interest 
in all matters bearing upon medicine and chemistry. With the 
assistance of his devoted wife and daughter he recently made an 
investigation into the effect of carbonic acid in coal gas upon 
public health in England, United States, and Canada. The results 
of this important study were communicated to the Royal Society. 

Dr. Gilbert Prout Girdwood was one of the best known and 
best liked as well as one of the most learned men of the medical 
profession in Canada. He was the son of G. F. Girdwood, M.D., of 
Edinburgh University. 

Born in London, on October 22nd, 1832, he received his early 
education at a private school and subsequently entered University 
College and St. George’s School of Medicine. He was admitted 
a member of the Royal College of Surgeons of England in 1854, 
and for a short time served as house surgeon in the Liverpool 
Infirmary. In the same year he was gazetted assistant surgeon 
of Her Majesty’s Grenadier Guards. He accompanied the Ist 
Battalion of the Grenadier Guards to Canada at the time of the 
famous Trent affair in 1862, and on its return to England in 1864 
retired from the army to take up his permanent residence and 
practice in Montreal. 

~ In 1865 he took the degree of M.D., C.M., at McGill University. 

He served for some years as surgeon of the 3rd Victoria. 
Rifles, and served with that regiment at the front during the 
Fenian troubles, later receiving the medal. Not long after he. 
was promoted to be a medical staff officer of the Militia of Canada. 

In 1869 he was appointed lecturer in practical chemistry in 
the Faculty of Medicine at McGill. In 1872 he became professor 
of practical chemistry, and in 1879 professor of chemistry, and 
held this chair until 1902, when he retired from active teaching 
and was then named emeritus professor of chemistry. 
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For twelve years he was surgeon to the Montreal Dispensary 
and to the Montreal General Hospital, and following this service 
was appointed consulting surgeon to both institutions. He also 
became consulting surgeon to the Children’s Memorial Hospital; 
consultant physician in the x-ray department of the Royal Victoria 
Hospital, and chief medical officer of the Canadian Pacific Railway. 

Dr. Girdwood was a former president of the Roentgen Society 
of America; vice-president of the Canadian branch of the Society 
of Chemical Industry; a fellow of the Chemical Society and also 
of the Chemical Institute of Great Britain. 

On the organization of the Royal Society of Canada by the 
Marquis of Lorne (late Duke of Argyll), then governor-general, 
in 1882, he was appointed one of the original Fellows of that body. 

He was a member of the College of Physicians and Surgeons 
of the provinces of Quebec, Ontario, and British Columbia; of 
both the British and the American Association of the Advance- 
ment of Science; of the Montreal Natural History Society; and of 
the Montreal Microscopical Society, of which he: was elected 
president in 1892. 

Dr. Girdwood in 1862 married Miss Merriman Blackwell, 
daughter of Thomas Blackwell, C.E., who was managing director 
of the Grand Trunk Railway. Mrs. Girdwood survives, with 
five sons and three daughters. 

The late Dr. Girdwood was an interesting and conspicuous 
figure among the scientific men of Canada, especially during the 
last quarter of the nineteenth century. He was a type which our 
modern methods of education will not reproduce, the type of the 
all round scientist, cultured, enthusiastic and interested in all 
fields of science, in most of which he was very much more than a 
dilettante. He had a sound knowledge of medicine, surgery, 
medical jurisprudence, botany, physics, microscopical technique, 
including photomicrography, besides being fundamentally a chemist. 
Before entering the army medical service and while still a young 
man he studied chemistry in London and Liverpool, and with Dr. 
Rodgers, a London chemist, he devised the method which is known 
as the Rodgers and Girdwood method for the detection of strych- 
nine, by which it is possible to detect a less than one hundred 
thousandth part of a grain of this poison. 


During his career as a scientific man and while engaged in ~ 


general practice he was connected with many important legal 
cases where his knowledge of medical jurisprudence was of great 
value to the country. He was not only a good toxicologist, but 
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was the first to use enlarged photography and the application of 
reagents for the detection of forgeries and counterfeits and the 
identification of handwriting. In this field he was one of the 
best authorities in America. 

In the field of microscopy he was also an expert in the identifica- 
tion of starch granules and was a pioneer in the stereoscopic photo- 
graphy of crystals under the microscope and also in the application 
of the stereograph to the study of the photographs produced by 
Roentgen rays. He was the first to demonstrate that the position 
of a foreign object in relation to a bone could be shown perfectly 
by the application of stereoscopic principles in taking Roentgen 
ray photographs. 

The introduction. of practical chemistry as an integral part 
of a medical student’s education in Canada was first carried out 
by Dr. Girdwood in some classes which he gave to the medical 
students of McGill University about 1870. The classes were held 
in his own home on Craig Street. In: 1872 he became professor of 
practical chemistry and for ten years always gave all of the instruc- 
tion in practical chemistry in McGill University. He subsequently 
succeeded Dr. Craik to the chair of chemistry in the Medical 
Faculty in 1879, which chair he held up to 1902. 

He was a man of high ideals and one of his great ambitions 
during his illness was to obtain legislation to place the profession 
of chemistry on the same plane as the professions of law and medi- 
cine. 
His genial, kindly and humorous character won him a host of 
personal friends in all walks of life. 


Dr. GrorcE H. CLeMEns, of Parkdale, Toronto, died suddenly 
on September 23rd, in the sixty-first year of his age. He was 
born near Preston, Ontario, and graduated in arts from Victoria 
University, and in medicine from the University of Toronto in 
1880. He practised first at Kitchener, then at Barry, and, during 
the past twenty years, in Parkdale, where he was well known. 
Dr. Clemens was an enthusiastic bowler and had spent the greater 
part of the day before his death in his favourite pastime. He was 
summoned to the bedside of a patient late on Saturday night and 
on the following morning was found lying dead in bed. He leaves 
& son and a daughter, his wife having died about three years ago. 


Dr. Witu1amM Kier, of Malpeque, Prince Edward Island, 
died September 17th, in the ninety-third year of his age. It is 
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almost seventy years since Dr. Kier began to practise at Malpeque 
and throughout this long period his life has been marked by a 
simple devotion to duty that won both confidence and affection, 
and a keen interest in the welfare of the community he served. 
In spite of his years Dr. Kier was able to continue to practise 
until a few days before his death. He was the son of the Rev. 
Dr. Kier, the founder and first minister of the Presbyterian Church 
at Princetown; and a graduate of the Pennsylvania Medical Uni- 
versity of the year 1864. He leaves two daughters and three 
sons, two of whom are members oi the medical profession. 


Dr. H. W. Woop, who died at St. Johns, Quebec, on September 
27th, was the son of the late Honourable Thomas Wood, a member 
of the first legislative council after Confederation. He was born 
at Dunham, Quebec, in 1839, and graduated in Arts from the 
University of Vermont, and in medicine from McGill University. 
He practised at St. Johns and at Knowlton, but retired from active 
practice some years ago. Dr. Wood leaves three sons and a 
daughter. His wife died about eighteen months ago. 


Dr. W. J. R. Hotmes, who died at Goderich, Ontario, on 
October 14th, was well known throughout Huron County. He 
was born at Holmesville, on January 19th, 1842, the son of Mr. 
John Holmes, member of the. Legislature of Upper Canada for 
the counties of Huron, Perth and Bruce, and was educated at the 
Goderich Grammar School and Upper Canada College. His 
medical education was obtained at the University of Toronto. 
Upon graduation, Dr. Holmes obtained a commission in the North- 
ern Army, with which he served until the end of the American 
Civil War. He then returned to Canada and took up practice at 
Bluevale, and afterwards at the village of Brussels, in Huron 
county. Taking an active interest in all public affairs, Dr. Holmes 
was appointed reeve of the municipality and, a strong conserva- 
tive in politics, contested on two occasions Huron ridings. In 
1883 receiving the appointment of treasurer of Huron county, he 
removed to Goderich, where he resided up to the time of his death. 
He was also county coroner and secretary-treasurer of the Goderich 
Collegiate Institute Board. From the commencement of the war 
Dr. Holmes had taken a keen interest in Red Cross and patriotic 
work of all kinds and his death will be a distinct loss to the com- 
munity. 


Dr. GrorGeE BurnuamM died at Peterborough, Ontario, on 
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Monday, September 17th, at the age of seventy-five years. Dr. 
Burnham was a son of the late Reverend Mark Burnham, rector 
of St. Thomas Chureh, Peterborough, and was highly esteemed. 
He took an active part in promoting the welfare of the citizens and 
had been a member of the Board of Education since 1880. Dr. 
Burnham’s nearest relative is a nephew, Captain George Burnham, 
who at present is on active service overseas. Mrs. Burnham died 
in 1916. 


Dr. Grorce W. Lina, who died at Dutton, Ontario, in Sep- 
tember, was born at Hamilton and Was & graduate of the University 
of Toronto. 


Dr. F. H. Drake, who died suddenly of heart failure on 
October 6th, was a well-known physician in London, Ontario, 
and a member of the medical faculty of Western University. He 
leaves a widow and infant son. 


Hews 


MARITIME PROVINCES 


Dr. ALBERT E. MacCavutay, superintendent of the General 
Hospital, St. John, New Brunswick, has resigned. 


ONTARIO | 
WE learn from the daily press that Lieutenant-Colonel W. T. 


-Connell,C.A.M.C.,has resigned from the post of consulting physician 


to the Kingston Penitentiary and that Dr. Robert Hanley will 
assume all duties pertaining to the office of physician to the peni- 
tentiary. Dr. Hanley will also continue his private practice. 


Mr. R. S. McLavcuuin, of Oshawa, has given his residence 
on King Street, Oshawa, to the hospital aoaeaae to be converted into 
@ maternity hospital. 


THE cornerstone of a new wing of the Women’s College Hos- 
pital, Toronto, was laid on September 19th, last, by Lady Eaton. 
The building is three storeys high and has been built with funds 
collected some months ago by a house to house campaign. The 
furnishings will be supplied by the women’s auxiliary of the hospital. 
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Dr. FrepErRiIcK S. Minns, formerly chief medical inspector 
of the Board of Education, Toronto, has resigned. Dr. Minns 
continued his work under the Board of Health for some time after 
the medical inspection of schools had been transferred from the 
Department of Education to the Board of Health. 


During the month of September 316 cases of diphtheria were 
reported in the province. The list of cases of infectious disease 
reported is as follows: Diphtheria, 316 cases, 15 deaths; scarlet 
fever, 98 cases, 1 death; measles, 104 cases; whooping cough, 
172 cases, 7 deaths; typhoid, 111 cases, 11 deaths; tuberculosis, 
118 cases, 46 deaths; infantile paralysis, 27 cases, 1 death; cerebro- 
spinal meningitis, 9 cases, 6 deaths; smallpox, 6 deaths. 


Dr. A. A. McLean, of Duart, has removed to London, Ontario. 


A DEPUTATION waited on the Ontario Government on October 
12th, with a request that venereal disease be classed as ‘‘contagious”’ 
and be subject to the same regulations as other contagious diseases. 
The government promised consideration of the matter. The 
members of the deputation were: Dr. Hastings, the medical 
officer of health; the chief of police, Captain Gordon Bates, C.A. 
M.C., and Captain Sinclair, provost marshal. The same request 
was also made by a deputation from the Toronto Board of Health. 


At a meeting of the Toronto Board of Control on October 9th 
a resolution was passed in favour of the appointment of a hospitals 
commission. Applications have been received by the Board for 
extra grants to enable the hospitals to pay off deficits which are 
the result, partly, of the increase in the cost of maintenance. 


" LIEUTENANT-COLONEL CHARLES HAWKINS Gitmour, M.C., 
C.A.M.C., of Toronto, has been admitted as a member of the 
Royal College of Surgeons, London. 


MANITOBA 


Tus death rate in Winnipeg during the first six months of this 
year was appreciably less than during the same period last year. 
The number of cases of diphtheria, however, was greater than last 
year, the death rate being 39°9, as compared with 25 per 100,000 
during the same period last year. Anti-toxin is distributed free 
by the Department of Health and everything possible is being 
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done to encourage people suffering from sore throats to report at 
once for examination. 


SASKATCHEWAN 


THE Providence Hospital, at Moose Jaw, which has been 
built by the Sisters of Charity, was formally opened on September 
19th. 


THE Isolation Hospital, at Saskatoon, has been completed. 
The building, which is adjacent to the City Hospital, comprises 
four wings and contains twelve wards, with additional accom- 
modation for the nursing staff. Two of the isolation shacks that 
were formerly used will be retained and will be used for cases of 
tuberculosis and for patients suffering from mental disease. It is 
satisfactory to learn that arrangements have been made for the 
accommodation of insane patients pending their removal to an 
asylum so that it will no longer be necessary to place such unfortu- 
nate people in the common jail. 


BRITISH COLUMBIA 


Tue work of the Esquimalt Convalescent Hospital has lately 
been extended by the addition of a department of vocational 
training. A modern schoolroom has been built on the hospital 
grounds, where instruction is given in bookkeeping, commercial 
arithmetic, stenography and typewriting, and a shop has been 
erected for the purpose of giving mechanical instruction. Here 
suitable mechanical work is given to men who are undergoing 
treatment, and training is provided for those who wish to fit them- 
selves to become wage-earners in the future. The work is super- 
vised by a returned soldier, who is a practical mechanic, under 
the direction of Mr. G. H. Deane, the vocational officer for the 
province of British Columbia. The medical officer in charge of 
the Esquimalt Hospital is Dr. E. S. Hasell, who was formerly 
on the surgical staff of the Victoria Jubilee Hospital. 


MEDICAL COLLEGES 


Manitoba University 


At a recent meeting of the Board of Governors of the University 
of Manitoba, it was proposed that no unmarried man of twenty 
years of age or over should be permitted to attend lectures or 
take examinations unless he was able to furnish sufficient reasons 
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for not enlisting. Approval was given to a proposal that military 
training of male students should be made compulsory. 


Toronto Unwwersity 


In a recent speech Sir Robert Falconer stated that there 
were at present six thousand undergraduates of the University 
of Toronto on active service and of these at least one thousand 
were serving in the ranks. He thought that medical students 
should be exempt from conscription and that members of the 
medical faculties of the universities should be formed into medical 
corps, whose services would be available, if needed, for the treat- 
ment of returned disabled soldiers. 


Western University 


THE registration in the Faculty of Medicine is about the same 
as last year. Lieutenant-Colone! Hadley Williams, C.A.M.C., has 
returned from England where he was attached to the staff of the 
Orpington Hospital, and is in charge of the department of surgery. 


Dalhousie University 


Da.Hovusig UNIVERSITY opened for the present session on 
October 2nd. There is a large entry in the first year of medicine, 
the largest since the creation of the Medical Faculty. Almost all 
the students of the higher years have returned, and though many 
members of the teaching staff are still on military service, those 
who are left are maintaining efficient teaching by undertaking 
the work of their absent colleagues. 


McGill University 


THE session for the first, second, third and fourth year opened 
in McGill University, Faculty of Medicine, as usual, on October. 
ist. The fifth year students had already been at work for 
a month and a half, the Faculty having agreed, at the request of 
the military authorities, to graduate this class on or about April 
Ist, 1918. 

The total number of students registered this year in the 
Faculty of Medicine is three hundred and sixty-two. In the 
first year there are ninety-three men, this number being consider- 
ably in excess of last year’s registration. 

The dental students this session total forty-two, of whom 
twenty-two are in the first year. 
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ARMY MEDICAL SERVICES 


LIEUTENANT-COLONEL R. M. Smupson, C.A.M.C., of Winnipeg, 
has been appointed to the command of No. 1 Canadian General 
Hospital in France. 

It has been decided to use the buildings recently put up at 
Red Deer, Alberta, and which were intended as an institution for 
feeble-minded children, as a hospital for returned soldiers suffering 
from shell shock. 

In our August issue the name of Captain Robert James Man- 
son was given as having received the Military Cross. The name 
should have been Captain Robert James Manion, as it appeared 
in the October number of the JOURNAL. 

Tue Old Government House, at Ottawa, is to be converted 
into a convalescent hospital for returned soldiers. In addition 
to remodeling the present building, it is the intention to add three 
units, A, B and C, each of which will be connected with the other. 
The first two, which will measure two hundred and sixteen by forty 
feet, will be used as sick wards while unit C will contain the kitchens, 
dining room, etc. Sun parlours will be added at both ends of 
wards A and B. When finished, the hospital will accommodate 
about four hundred and fifty patients. 

Captain ArmstronG, C.A.M.C., who recently returned from 
the front, has been appointed to the command of the Ross Military 
Hospital at Moosejaw, Saskatchewan. Captain Armstrong has 
been decorated both with the Military Cross and the Croix de 
Guerre. 

Captain W. B. SHaw, C.A.M.C., has been appointed to the 
command of the Fairmount Military Hospital, Victoria, British 
Columbia. Captain (Acting Major) Shaw was wounded about a 
year ago in France while in command of the 37th Battery of Cana- 
dian Artillery and has not yet sufficiently recovered his health to 
return to the front. 

Captain D. F. McKIn.ey, C.A.M.C., is attached to the staff 
of the Toronto Base Hospital. 


CASUALTIES 
Wounded 


Captain J. Moore, C.A.M.C. 
Caprain F. F. Dunuam, C.A.M.C. 
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Canadian Literature 
ORIGINAL CONTRIBUTIONS 
The Public Health Journal, June, 1917: 


Poliomyelitis ; H. W. Hill. 
Clinical studies of infantile paralysis . E. J. Durocher. 
Public health in the average town: ways 

and means of conducting . . . C.A. Patterson. 


Practical points in the enforcement of the 
regulations and the difficulties of the 


medical officer of health .. H. Rose. 
How can a rural municipality employ a a 

public health nurse? i J. F. Hanly. 
Overcrowding: why is it tolerated . . Thos. Watson. 


The Canadian Practitioner and Review, August, 1917: 


The evolution of the surgery of the biliary 
system . . W. Wayne Babcock. 
Safeguarding the health of children . C.E. A. Winslow. 


The Canadian Practitioner and Review, September, 1917: 


The value of the Wassermann reaction in 
in the diagnosis and treatment of 


syphilis aay A. S. Clark and R. 8. Nelson. 
Difficulties of a rural medical officer of 
health . ; : ; s D. A. Kidd. 


Dominion Medical Monthly, August, 1917: 


Christian science and its claims — J. Ferguson. 


The Public Health Journal, July, 1917: 


Variola . - ay J. B. Boyle. 
State wide education i in 1 Social Hygiene . Wnm. T. Foster. 
The Rochester Bureau of Health con- 


sultation ; ; a G. W. Goler. 
The illegitimate child . ; J. J. Kelso. 
Illegitimacy: Preventive aspects ; Margaret Patterson. 
Some observations on scarlet fever . .J.C. Hutchinson. 


Seavenging . . . . . .  . Douglas Little. 
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The Western Medical News, June, 1917: 


Prostatic obstruction wel le ee 
The Public Health Journal, August, 1917: | 
The control of venereal diseases . .° ‘Gordon Bates. 
The venereal disease campaign in New 
York city iF Ye. L. Chargin. 
The Church and sanitation ah asi 3 G. G. Melvin. 
The Public Health Journal, September, 1917: 
Preventive medicine... .  G.E. DeWitt. 
The epidemiology of epidemic poliomye- 
litis or infantile paralysis . . . A.G. Nicholls. 
Diagnosis of anterior poliomeylitis .. C. Miller. 
Poliomyelitis anterior acuta . . . M.D. Morrison. 
The venereal disease problem . . . £W.H. Hattie. 


L’ Union Médicale du Canada, July, 1917: 
Paralytique général. , sabia A. LeSage. 


Le Bulletin Médical de Québec, July, 1917: 


Tablettes digestives aromatiques, absurd- 


ites therapeutiques_.. L. F. Dubé. 
Le poison dans l’histoire et les + grandes 
empoisonneuses.. , A. Vallée. 


Medical Societies 


THE- CANADIAN ASSOCIATION FOR THE PREVENTION 
OF TUBERCULOSIS 


THE seventeenth annual convention of the Canadian Associa- 
tion for the Prevention of Tuberculosis took place in the Normal 
School, at Ottawa, on Wednesday, September 26th, following the 
two days’ meeting of the Canadian Conference of Charities and 
Corrections. The president, the Honourable J. W. Daniel, M.D., 
of St. John, New Brunswick, was in the chair. 











1088 THE CANADIAN MEDICAL 


The meeting was a successful one and the report of the year’s 
work, submitted by Dr. George D. Porter, the general secretary 
of the Association, and printed in full below, was extremely encour- 
aging. After the nomination of committees had been made, a 
description of the measures adopted in Quebec for the prevention 
of tuberculosis was given by Dr. O. Leclerc, who stated that a 
sanatorium was shortly to be opened at St. Foyenert. A paper 
by Dr. F. S. Minns, of Toronto, entitled, ‘‘School work against 
tuberculosis,” gave rise to an interesting discussion, led by Dr. 
J. A. Hutchinson of Westmount, Quebec, who referred particularly 
to the value of the open-air schools. A paper on ‘‘Organization 
in a eity,” by Dr. D. A. Craig, of London, Ontario, was discussed 
by Dr. J. K. M. Gordon, of Ottawa, and Captain Hill, of London, 
the appointment of district military medical officers to supervise 
discharged tuberculous soldiers being advocated. These were 
followed by a contribution from Dr. D. A. Stewart, of the Ninette 
Sanatorium, Winnipeg, whose remarks were of particular interest. 
Taking as his subject ‘Tuberculosis and maternity’’, Dr. Stewart 
showed that just as in the trenches tuberculosis developed in men 
whose resistance had been lowered by hardship and exposure, so 
in civilian life the causes of breakdown were the causes of the spread 
of the disease. Each year in the Dominion no less than twenty- 
four hundred tuberculous mothers gave birth to children. Child- 
birth, when it entailed expenditure beyond the income of the 
parents, was health bankruptcy. In the discussion which followed 
Dr. Stewart’s paper, Dr. Adam Wright, of Toronto, declared that 
no woman suffering from tuberculosis had a right to marry. 

The afternoon session was devoted to a discussion of the 
military aspect of the tuberculosis question and the measures 
taken to promote the welfare of the tuberculous soldier. Captain 
J. H. Elliott, of Toronto, spoke of the incidence of the disease in 
the Canadian Forces—there are some three thousand cases already 
under treatment in England and Canada, many of which have 
never been overseas but have developed during the period of 
preliminary training. A report on the “Results of treatment” 
was contributed by Dr. W. B. Kendall, of Gravenhurst, and an 
account of ‘‘ Vocational training” was given by Captain R. Roddick 
Byers, of Ste. Agathe. The session closed with an article entitled, 
“What the Military Hospitals Commission is doing for the tuber- 
culous soldier,’ by Lieutenant-Colonel Thompson, M.P., medical 
superintendent of the Commission. 

The presidential address was delivered in the evening by the 
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Honourable J. W. Daniel, M.D., of St. John, New Brunswick, 
who spoke of the work accomplished by the Association in prevent- 
ing the spread of tuberculosis: The president pointed out that in 
the province of Ontario the death rate from the disease had already 
been reduced from 149 to 91 per 100,000. The public address. 
was then delivered by Dr. W. A. Evans, of Chicago, the president 
of the United States Public Health Association, who, avoiding. 
technicalities, explained and suggested ways and means by which 
tuberculosis could be prevented. 

The officers of the Association elected for the year 1917-1918 
are: President, J. A. Machado, Esq., of Ottawa; vice-presidents, 
Sir John Gibson, of Hamilton; Senator McLennan, of Sydney, 
Nova Scotia, a member of the Military Hospitals Commission, 
and the Honourable R. L. Thornton, Minister of Education in 
the province of Manitoba. Sir George Burn, of Ottawa, the 
honorary treasurer, and Dr. George D. Porter, the general secre- 
tary, were reélected. The new members of the executive committee 
are: Dr. D. A. Stewart, of Winnipeg; Dr. G. Townshend, of New 
Brunswick, and Major J. G. Fitzgerald, of Toronto. 

Resolutions were adopted in favour of the establishment of 
tuberculosis clinics in cities where none at present exist; the exten- 
sion of the anti-tuberculosis movement towards the training and 
for the protection of the youth of the country; the careful examina- 
tion of recruits by chest specialists before acceptance into the army; 
and the pasteurization of all milk and cream used in the manu- 
facture of butter and cheese. The establishment of a Bureau of 
Public Health was again urged upon the government. 


The following is the report of the secretary for the year 1916- 
1917: 

In our Executive Report presented last year in the city of 
Quebec, we stated that ‘“‘It was encouraging to note that in spite 
of the war and its many drawbacks very considerable progress had 
been made”. To-day the same could be truthfully repeated and 
it might also be added that as a result of the war and its many 
casualties, the question of tuberculosis has received more attention 
from both the government and the people than ever before. This 
holds true not only at home but also abroad. In France, where 
the ravages of tuberculosis are exciting much apprehension, great 
efforts are being made to improve conditions. 

As Dr. Biggs points out, ‘“‘The plight in which France finds 
herself to-day because of tuberculosis (at the end of 1915, eighty- 
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five thousand French soldiers had been returned to their homes 
with active tuberculosis, and it is estimated that by now the num- 
ber will have reached one hundred and fifty thousand) is due almost 
entirely to her failure to recognize this disease as a serious problem 
during the years before the war started and to take precautions 
against it. There never has been any real organized French move- 
ment against tuberculosis. Except for a very few private sana- 
toria, most of which were seaside resorts for children, and except 
for a few occasional utterances of doctors about scientific aspects 
of tuberculosis, the rank and file of the French people knew nothing 
and cared less about the nature, treatment or prevention of this 
very serious plague. In this connexion, however, we must remem- 
ber that France has an enormous army at the front, and that 
tuberculosis always had a high mortality in that country. 

In Britain, early in the second year of the war, twenty-seven 
hundred and seventy tuberculous soldiers had been discharged 
from the army, and this year the numbers must have been very 
greatly increased, but with no such appalling figures as in France. 
“In Britain, however, the tuberculosis problem had been efficiently 
met before the war, in France, on the other hand, nothing had been 
done.” We might add that the British love for outdoor life has 
been a great factor in conserving the national health. 

We learn that there is a great deal of tuberculosis in German 
prison camps, which is developed by neglect of the most elementary 
hygienic precautions, and according to reports the death rate from 
this disease is Berlin has increased 56 per cent. over that of last 
year. 

In Switzerland they are caring for a large number of tuber- 
culous soldiers and an international association is now being 
organized for the purpose of erecting an immense sanatorium there 
to provide for two thousand patients. 

In Italy the government is directing its efforts and large sums 
of money towards the creation of anti-tuberculosis dispensaries 
and the assistance of those already in existence. 

In the United States, Surgeon General Gorgas has established 
a bureau for tuberculosis, which is now organizing a corps of experts 
to work in every naval camp. All members of the army will be 
given an expert examination and, since it is realized that if 
exposed to the strain of life in the trenches they will break down 
and have to be invalided home, men found to be suffering from 
active tuberculosis will be debarred from service. 

Here in Canada we have eleven hundred and ninety-four 
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tuberculous soldiers, and there are some hundreds being treated 
in Britain at the present time. As the average cost per annum of 
a civil patient in sanatoria for institutional care alone is $637, we 
must add $53 a month for married men returned from the front, 
or $33 for single, making the cost per annum of a returned tuber- 
culous soldier about $1,300. 

All this shows that the problem of tuberculosis and its pre- 
vention is one of the great war problems with which we have to 
contend. In this particular the matter of education is of vital 
importance, and the need for our Association will be greater rather 
than less as a result of the war. 

During the past year the work of our Association has been 
steadily going on and its educational campaign is making its 
influence felt not only among our civil population but among the 
soldiers as well. 

The wide area of our Dominion, with its scattered population, 
makes such a campaign more difficult, but with the Federal govern- 
ment’s allowance, which pays for all our literature, and its assistance 
in granting us franking privileges for the same, we have been able 
to carry on a steady propaganda. During the year our literature 
has been increased by the addition of a splendid pamphlet on 
tuberculosis, which is having a wide circulation. Among those 
requesting copies were the military authorities, and every military 
district had already received copies. We have also mailed a 
large number of pamphlets, leaflets, reprints and papers on the 
various phases of tuberculosis, as well as large editions of our reports 
in both English and in French. 

Our new poster exhibits are now ready and should prove very 
useful for teaching the young, in schools, colleges, at fairs and in 
various dispensaries and local societies. 

That our reports and literature are appreciated we know from 
the many letters received, and it might be interesting to quote 
from one received from the statistician of the Prudential Life 
Assurance Company of New York: ‘The report,” he says, ‘‘makes 
a notable contribution to the subject and emphasizes the con- 
clusion that we are only at the beginning of a really effective 
national campaign. One of the most valuable portions is the 
inclusion of sanatoria treatment, which in course of time must 
prove of much practical importance.”’ It is the number of letters, 
however, constantly being received from all over the country 
requesting information on tuberculosis, that proves the usefulness 
of our work. 
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The fruits of education show clearly in the provision made for 
those already tuberculous, and while emphasizing the fact that 
only a comparatively small percentage (approximately some 5 
per cent.) of civil patients are now being treated in Canadian 
sanatoria, yet where sufficient accommodation is provided there 
the work of prevention is bound to grow. As the American 
Bureau of Labour Bulletin on Workman’s Insurance points out, 
“The sanatorium treatment of tuberculosis has its inherent limita- 
tions, which, however, do not in the least detract from its far 
reaching usefulness.” 

Without the numerous sanatoria and hospitals provided 
throughout Canada before the war, the authorities would have 
been at a serious loss for accommodation and properly trained 
staffs for the reception and care of the tuberculous soldier. 

Before the war we had bed accommodation for nearly two 
thousand patients. Some twelve hundred soldiers have since then 
been admitted. The large increase in our sanatorium patients, 
therefore, has made the problem of care and treatment as well 
as prevention one of greater national importance than ever 
before. 

In this connexion we may mention the activities of the Military 
Hospitals Commission which is doing a splendid work in this 
field, and under whose powers the extra eleven hundred beds have 
been made available. We are fortunate in having on our pro- 
gramme Colonel Thompson, medical superintendent of the Com- 
mission, who will deal more especially with this phase of the subject. 

At our last convention held in Quebec City the executive 
council considered the question of the returned tuberculous soldiers 
and submitted to the Hospitals Commission, through Drs. Parfitt 
and Elliot, the following resolutions: 

1. ‘‘That the tuberculous soldiers should be treated in special 
institutions (sanatoria) and that, as far as possible, use be 
made of existing institutions.” 

2. ‘‘Preferably each man to be cared for in his own province, 
i.e., that in each.military district where there is now one or more 
sanatoria, as far as possible, additions be provided so as to ensure 
a bed for each tuberculous soldier from that district.” 

3. ‘That there be a central Federal sanatorium for those who 
cannot be provided for ir their own districts, and for those difficult 
to continue in civilian institutions. In view of the prolonged 
treatment which will be necessary in many cases even after the 
active symptoms have ceased, it would seem desirable to have a 
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farm or garden in connexion with the military sanatorium that 
graduated labour, which has proved a valuable therapeutic measure, 
may be made use of in treatment.”’ 

4. ‘‘That some arrangements be made whereby patients may be 
transferred from one sanatorium to another where climatic changes 
may seem desirable.”’ 

5. ‘“That it is essential in the interest of the patient and the 
public that the present ruling of the Department of Militia whereby 
every tuberculous soldier must be discharged (under pension if 
not well) at the end of six months in a sanatorium in Canada, 
should be modified so as to apply only to the closed non-infectious 
cases, and to those who, in the opinion of the medical officer of 
the sanatorium may be safely allowed to return to their homes.”’ 

‘“Many of those with bacilli in the sputum still present at the 
end of six months’ treatment have shown themselves to be careless 
of their sputum and will consequently be a menace to the health 
of the household in which they live, particularly in the presence of 
children. 

‘“‘Others will have shown that away from control they will im- 
mediately relapse from the strict sanatorium methods of life, which 
alone will ensure recovery, and will soon be suffering from a return 
of active symptoms. 

‘These are two classes of cases who will not avail themselves 
of the privilege of continued free treatment now offered them at 
the end of six months. 

‘To overcome this great menace to public health, it is recom- 
mended that the medical officer of the sanatorium be allowed to 
keep such men on pay (which is less than pension) until such time 
as he considers them ready for final medical board.” | 

Coming to the various local activities throughout Canada 
during the year, we may say that many additions have been made 
in the various sanatoria, the latest being under the auspices of the 
National Sanatorium Association and consisting of another addition 
to the Hospital for Consumptives at Weston, and a new cottage 
annex to the Queen Mary Hospital for Consumptive Children in 
the same place. These were formally opened last month by His 
Excellency the Duke of Devonshire. Our former president, Sir 
Adam Beck, and Lady Beck have just donated a nurses’ home to 
the splendid institution at London. | 

Practically every sanatorium has been enlarged by the addition 
of pavilions or otherwise, for the accommodation of soldiers, while 
some of the institutions have been taken over entirely for their 
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use. The activities of the visiting nurses have also been greatly 
augmented, especially in Manitoba, where some twenty-five 
district nurses are to be employed, and the health department 
work in this field, as shown especially in the city of Toronto, 
where some forty health nurses are engaged, is proving one 
of the greatest factors in the anti-tuberculosis campaign. The 
dispensaries, such as the May Court Club of Ottawa, the Royal 
Edward Institute in Montreal, and others elsewhere, are doing 
most valuable work. A perusal of the various local reports, to be 
published later in our annual report, will show in detail the various 
local activities. 


Another very important improvement is the increasing number 
of sputum examinations now being made in the various laboratories. 


Naturally the war has changed many things in regard to former 
tables and reports. For instance, the cost of maintenance which 
in 1914 was $1.55 per diem is now, owing to the increased cost 
of food and labour, $1.75 per diem in Canadian sanatoria, and it 
might be well just here to emphasize a point brought out by Dr. 
Byers, of Ste. Agathe, as to the necessity of avoiding waste in foods 
served at the table but not utilized. Dr. Byers points out that 
already a considerable saving has been made at Ste. Agathe by 
more attention to these details. 


The ratio of male and female patients will also be changed by 
the admission of so many soldiers to our institutions, and owing to 
the sudden influx of so many otherwise fairly able-bodied men, 
suddenly thrown on their backs as it were, more attention is being 
paid than ever before to the question of vocational training both 
as a therapeutic measure and also as a means of providing more or 
less of an income. 


As some 35 per cent. of our tuberculous soldiers have as yet 
never been overseas, it might be opportune to quote a series of 
resolutions passed at the annual meeting of the American National 
Association for the Prevention of Tuberculosis, held in Cincinnati: 


Whereas, it has been the experience of the warring nations of 
Europe that cases of incipient and even moderately advanced 
tuberculosis are frequently unrecognized in the routine examina- 
tion of recruits, Resolved, that this Association urges upon the 
Council of National Defence the following measures: 


(a) To made repeated routine examination and observation 


of recruits while in training and mobilization camps for the purpose 
of detecting any obscure tuberculous lesions; 
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(b) To utilize and enlarge the existing sanatoria and hospitals 
of our country so that all cases of tuberculosis arising in our forces 
may be adequately cared for as near as possible to their own homes; 

(c) To work out in codperation with existing authorities a 
definite, comprehensive and constructive programme for adequate 
prevention and control of tuberculosis among the whole popula- 
tion. 

In connexion with the work in other countries it might also 
be pointed out that the Rockefeller Foundation has announced 
that with the approval of the French Government and in codpera- 
tion with the American Red Cross the services of the International 
Health Board of the foundation have been placed at the disposal 
of France in the fight to control the spread of tuberculosis in that 
country. The foundation has made an initial appropriation of. 
$100,000 for this campaign, with which the preliminary work of 
central organization, the equipping of mobile units and the publica- 
tion of literature will be handled. 

The present plans of the International Health Board are: 

First. The maintenance of a central organization which will 
have general supervision of the work. This organization will be 
under the French government and will combine the special interests 
in anti-tuberculosis work. It is probable the central committee 
among other things will carry out a comprehensive plan of education 
for the control of tuberculosis. 

Secondly. The organization of four mobile units which, 
moving from place to place, will carry on a campaign of education 
and publicity. 

Thirdly. Demonstration of dispensary methods and organiza- 
tion of local committees under whose auspices permanent dispen- 
saries will be established. 

Fourthly. The establishment of at least four centres for the 
training of nurses and others who will have charge of the dispensary 
work. 

With all this before us it seems of urgent importance not only 
to take all possible steps for the prevention of tuberculosis among 
soldiers, and for the care and treatment of those who develop 
the disease, but also to see that Canada, as a whole, prepares itself 
for any general increase of tuberculosis that may arise either 
directly or indirectly as a result of the war. 

Here we might quote from the Hamilton Times in speaking 
of the work of the Military Hospitals Commission: 

“With this effective organization of treatment for military 
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consumptives before our eyes, it will be absolutely inexcusable if 
the country fails to organize an equally efficient campaign against 
the ‘white plague’ among our people as a whole. 

“The gain in health and wealth to the country would be 
simply enormous. As Lord Shaughnessy was quoted as saying 
a few days ago, ‘As many Canadians have been killed by tuberculosis 
since the war began as have been killed by the war itself. Yet 
it is an entirely preventable disease. If we stop its-ravages, we 
shall more than make up for the ravages of the war.’ , 

‘‘When a soldier is found to have tuberculosis he is given the 
most scientific treatment in a sanatorium, for as long as his case 
requires. And he is taught not only how to conquer the disease in 
himself, but how to avoid spreading it to others. If the same 
systematic care were applied to civilian consumptives, the gain in 
health and wealth to the country would be simply enormous. 

‘“‘We must never forget that these soldier patients in the various 
sanatoria will themselves be civilians again in a few weeks or 
months. Instead of being a source of infection and danger as they 
would have been without the treatment they are now receiving, 
their return to civil life will be-an actual gain to the community; 
for, by preaching what they practised, they can do much to rouse 
us from our lethargy and start a vigorous offensive against this 
ravaging foe.”’ 

We can only point out that the methods proposed for the 
work to be done in France are along the lines adopted in the United 
States and in Canadato-day. Through private initiative and phil- 
anthropy, aided by government and local support, and through a 
widespread, though insufficient educational campaign, which has 
been going on in Canada during the past seventeen years, there 
have sprung up some thirty-five institutions accommodating as 
said before, some two thousand patients; and with dispensaries, local 
societies and visiting nurses, with school inspection and outdoor 
schools opening here and there, and health departments in various 
centres taking an active interest in the prevention of tuberculosis, 
we feel assured that a fine beginning has been made. In fact 
we have not done so badly when we recall that in Germany they had 
proportionately less than we had, for in spite of their great popula- 


tion they had only twelve thousand beds available for their tuber- 


culous before the war. 

Up to the present the anti-tuberculosis movement in Canada 
has been entirely voluntary; the work done, assisted more or less 
by the various governments, has been initiated, may we repeat, 
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by private endeavours; but the time has come when the people, 
as well as the Federal Government should recognize their responsi- 
bility to the tuberculous civilians as well as to the soldiers, and from 
these war emergency measures some permanent institutions and 
much good should result. | 

With the inevitable loss of man power due to the war, there 
is all the more reason to conserve the health and strength of the 
people, and especially that of the young, for the silent enemy 
tuberculosis is taking off as many Canadian lives every year of the 
war as are the German guns at the front. 

It would be unfair to close this report without referring to 
the magnificient work of the Imperial Order of the Daughters of 
the Empire throughout Canada in regard to the prevention of 
tuberculosis. It is impossible to read the many local reports 
of the Association without observing how much of their success 
depends upon some chapter of this great organization. This, we 
feel, is due to the initial efforts and inspiration of Mrs. Crerar, 
of Hamilton. While they have but one institution, the model 
Preventorium in Toronto, directly under their charge, the cost of 
which was borne by Colonel and Mrs. Albert Gooderham, practic- 
ally all the institutions are indebted to them for their whole- 
hearted coéperation and support. 

The Victorian Order of Nurses have also done much to assist 
in their especially important branch of the work in various districts. 

While provision for the tuberculous in the minds of some 
should be a government matter entirely, yet, though in nowise 
minimizing the responsibility of the government, we urge the con- 
tinued help of all volunteers and all voluntary agencies, for it is the 
personal help, the enthusiasm and the personal touch, which give 
to this great movement for humanity such life and so much hope. 

Gro. D. Porter, M.B. 


CANADIAN PUBLIC HEALTH ASSOCIATION 


THE Sixth Annual Congress of the Canadian Public Health 
Association was held in Ottawa on September 27th and 28th last. 
The attendance was very representative, members being present 
from every province of the Dominion. The programme was 
arranged to include a symposium on or discussion of four main 
topics. The first morning session was devoted to a discussion of 
the venereal diseases problem and most interesting papers were 
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read by Captain Gordon Bates, of Toronto, by Major Lauterman, 
of Montreal, for Lieutenant-Colonel F. 8. Patch, of Montreal, and 
by Dr. Hector Palardy, of Hull, Quebec. The discussion was 
opened by Captain H. W. Hill, of London, Ontario. 

At the first afternoon meeting the Presidential address was 
delivered by J. D. Pagé, of Quebec. It was a comprehensive and 
forceful presentation of many aspects of the immigration question. 
Following this, a symposium on national health insurance was 
held in which Mr. Miles M. Dawson and Dr. I. M. Rubinow, of 
New York, and Dr. C. J. Hastings, of Toronto, participated. 
The discussion was opened by Dr. John P. Morton, of Hamilton. 
This was a most interesting session and really opens the educational 
campaign on sickness insurance, etc., in Canada. It is a matter 
of interest that these two sessions are the first ever held in Canada 
which have been devoted to the discussion of these topics. The 
papers will appear in the Public Health Journal. 

The morning session of the second day of the meeting was 
devoted largely to child welfare and housing. Dr. Alan Brown and 
Miss Mary Power, of Toronto, and Mrs. J. A. Henderson, of 
Montreal, made important contributions to the first subject. Mrs. 
A. M. Huestis and Mr. F. A. Dallyn presented papers on “Housing,” 
and the paper of Mr. Dallyn was illustrated by excellent lantern 
slides. Both of these speakers dealt in an adequate manner with 
this extremely important subject in its relation to civic betterment. 
Dr.J. A. Bandouin, of Lachine, read a paper on the ‘‘Milk question.”’ 
Papers were also read by Dr. F. C. Middleton, of Regina, for Dr. 
M. M. Seymour, on “Vital statistics’, by Dr. W. H. Hattie, of 
Halifax, on ‘‘Some medico-sociological problems arising out of 
the war’, on ‘“‘Reducing quarantine periods” and ‘The provision 
of custodial care of recalcitrant open tuberculosis cases’, by Captain 
H. W. Hill, of London. Dr. Helen MacMurchy, of Toronto, 
read a paper on ‘‘The influence of mental defectives on the public 
health”. 

A meeting of the Laboratory section was held on the afternoon 
of September 28th, when papers by Colonel G. G. Nasmith, of 
Toronto, Professor A. Vallée, of Quebec, Captain R. D. Defries 
and Dr. H. K. Detweiler, of Toronto, were presented. Mr. Joseph 
Race, of Ottawa, brought forward the provisional draft of the 
report of the committee on ‘‘Standard methods of water analysis”. 
This section was well attended. 


Hamilton was chosen as the place of meeting for 1918 and. 


joint sessions will probably be held with the Ontario Health Officers’ 
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Association in that city during the last week in May, 1918. The 
following officers were elected: 

Patron, His Excellency, the Governor General; honorary 
president, Sir John Gibson, Hamilton; president, Dr. W. H. Hattie, 
Halifax; vice presidents, Dr. J. A. Hutchinson, Westmount; Mrs. 
A. M. Huestis; Toronto; Dr. George Clinton, Belleville; general 
secretary, Major J. G. Fitzgerald, Toronto; treasurer, Captain 
George D. Porter, Toronto. 


THE KINGSTON AND FRONTENAC MEDICAL SOCIETY 


Tuts Society which counts among its members all doctors 
resident in the county of Frontenac in the province of Ontario, in- 
cluding the members of the Kingston Medical and Surgical 
Society, as it was formerly called, held its first meeting after the 
vacation on September 10th, with the president, Dr. Gordon 
Mylks, in the chair. 

Dr. Day gave a further report on a case of congenital oblitera- 
tion of the bile ducts and gall bladder. The diagnosis had been 
confirmed by operation. The jaundice had developed on the 
fourth day. The child at birth weighed eight and a half pounds. 
Owing, probably in part, to a painful cephalo-hematoma its weight 
dropped to six and a half pounds a few days later. The jaundice 
at present is intense, but the child takes its food well, is now eight 
months and twenty-one days old, weighs twelve pounds fourteen 
ounces, is twenty-six inches in length, and has a chest measure- 
ment of seventeen inches. Dr. Day was asked to present to the 
Society the further progress of the case. 

Dr. Mathieson presented a patient with pyloric cancer from 
Dr. Third’s service in the general hospital. 

G. T., ext. fifty, farmer. Family history, negative. Personal 
history, always healthy and strong. Three months ago noticed 
appetite for meat failing, but continued his work until one month 
ago. Usual weight 175, present weight 132. Was admitted to 
hospital September 7th. Vomits frequently large quantities of 
dark-brown material. Stools tarry. Bowels obstinately consti- 
pated. No evidence of tumour. Tenderness on pressure one inch 
to right and one half inch above umbilicus. Stomach contents 
after a test meal showed: total acidity 132, no free HCl, a brisk 
lactic acid reaction, a trace of blood (Benzidin test), and very large 
numbers of Boas-Oppler bacilli with a few yeast cells. 
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Dr. Third’s paper on ““Tuberculosis’’, read at the recent meeting 
of the Canadian Medical Association, was discussed and his con- 
clusions generally supported. The Society strongly approved of 
the suggestion that every effort should be put forth to educate the 
public to the great need of protecting the young child, at all times, 
from open cases of tuberculosis. A resolution was passed and 
forwarded to Ottawa urging the establishment of a Federal ministry 
of health. Colonel Gardiner, A.D.M.S., said, while he favoured 
the resolution, he had grave doubts of its being of any service. 
It was, however, pointed out that a similar resolution passed by 
the Society in October, 1914, urging the Ontario Medical Council 
to take up anew the question of reciprocal registration with Great 
Britain had had the desired effect, and that too, within a few weeks 
of the initial movement by this Society. Captain Hopkins, 
late of Saranac and Loomis Sanatoria, and now officer commanding 
the Mowatt Memorial Hospital (tuberculosis), was present, by 
invitation, and took part in the discussion. 


MONTREAL MEDICO-CHIRURGICAL SOCIETY 


Tue fourteenth regular meeting of the Society was held Friday, 
April 20th, 1917, Dr. W. S. Morrow, president, in the chair. 

The meeting took the form of a symposium on syphilis and was 
opened as follows: 

1. Historical review, by Dr. M. Lauterman. 

2. Skin lesions (illustrated), by Dr. G. G. Campbell. 

3. Diagnosis and treatment, by Dr. R. E. Powell. 

4. Lesions of the central nervous system, by Dr. D. A. Shirres. 

5. Congenital lues, by Dr. T. P. Shaw. 

An interesting discussion followed. Dr. F. W. Sears, of 
Burlington, Vermont, said that syphilis was a reportable disease 
in the state of Vermont, and that the law provided that the patient 
be warned that a fine of $500 was imposed in the event of further 
intercourse before he was pronounced cured. 

Dr. G. S. Mundie, expressed the opinion that the Wassermann 
test should not be relied upon too closely as, especially in the blood, 
it was not infrequently negative; that in all cases a lumbar puncture 
should be made; and that the cell count and globulin test would 
often be found more reliable and easier to carry out than the 
serological one. In the tests carried out in the Royal Victoria 
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Hospital series, an increased globulin and cell count was found in 
almost every case even when the blood Wassermann was negative. 
In these cases the Wassermann on the cerebro-spinal fluid was also 
negative, but the colloidal gold test was positive and in his experi- 
ence this last was a more delicate test than the Wassermann. 
In their series good results had been obtained from giving sal- 
varsanized serum intra-spinally, and this was proven both by the 
clearing up of the symptoms, the Wassermann and colloidal tests 
becoming negative, and the cell count normal; the last thing to 
become negative was usually the globulin test. 

Dr. F. M. Fry advised a method of treatment which he had 
been using in children for some time, and which he had found as 
efficient, rapid, and lasting, as any of the apparently more modern 
forms of treatment. This was the intra-muscular injection of a 
solution of perchloride of mercury, one grain to one ounce contain- 
ing 2 per cent. sodium chloride. The needle is dried before injection 
and the solution does not touch skin or subcutaneous tissue. Up 
to 1 gm. is given to an ill-nourished infant several weeks old, 
placed deep in the gluteal muscle once a week. Indeed syphilitic 
treatment is known to be more rapidly efficient in the child than in 
the adult, requiring shorter courses. A local manifestation not 
touched upon in the previous communications was the Parrot 
paralysis which is due to a lesion about the spiral nerve, and gives 
a very typical paralysis which is far from rare, consisting of a 
flaccid paralysis of the upper extremity generally unilateral and 
with constant worm-like movements in all the fingers. These 
appearances can be definitely ascribed to congenital syphilis and 
give a better prognosis than a birth palsy would do. Patho- 
logically a gumma of the periosteum is occasionally found, but 
in most cases only a syphilitic neuritis. 


Tue fifteenth regular meeting of the Society was held Friday, 
May 2nd, 1917, Dr. W. S. Morrow, president, in the chair. 

PATHOLOGICAL SPECIMENS: Series by Dr. J. W. Scott. 

The material which I have to exhibit this evening is from a 
patient who was admitted to the Montreal General Hospital 
complaining of dyspnoea and swelling of the lower extremities; he 
died two days after admission. He gave a history of chancre 
twenty-five years ago and pneumonia about three years previously; 
since this latter he had suffered more or less from breathless- 
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ness and swelling of the extremities, which became more marked 
about six weeks ago; was also troubled with cough. On admission 
he preferred the semi-recumbent position, face markedly cyanotic, 
visible pulsations of the vessels of the neck, respiratory excursions 
shallow but equal. Heart: accentuated pulmonic second sound, 
right border 3 cm. and left 15 cm., no murmurs. Lungs showed 
dulness at both bases, blowing breathing at the left base, moist 
crepitations postero-anteriorly. Abdominal cavity contained a 
little free fluid. 

At autopsy the left lung is shown rough and the pleura a healing 
pleuritis, the anterior borders are markedly crepitant, emphy- 
sematous, and there are several large bulle along the borders; 
scarring and fissuring is most marked here. The lung is heavier 
than usual and on palpation in some situations it is superficially 
quite firm; at other the firmness is more deep. Radiating fibrous 
strands averaging 1 mm. in thickness are most marked in the 
vertical situation. Repeated section showed no evidence of tuber- 
culosis, no cavitation, caseation, no miliary or discrete tubercles. 
It is therefore a question whether this is a diffuse fibrosis 
following the pneumonia or whether it is due to syphilis. We 
are inclined to favour the latter view, although it is much more 
rare. We suspected syphilis at autopsy and blood collected at 
that time showed a serum diagnosis strongly positive to Wasser- 
mann. The tissue which we have stained specially in the endeavour 
to demonstrate tubercle bacilli is negative and no spirochetes 
are shown. In an extensive fibrosis such as this, one would 
expect to find the heart to be more or less affected. It weighs 
690 grammes; the left side is about normal in capacity and dimen- 
sions, but the right shows a musculature remarkably hypertrophied, 
the wall twice its normal thickness and its capacity enormous. 
The right auricle is also very markedly increased in capacity. 
In situ the heart was a very pretty picture of broad heart engorged 
with blood. No valvular lesion was present. 

This specimen of the lung is submitted not as an unquestioned 
case of pulmonary-syphilis but rather as a probable one. 

DEMONSTRATION: Dr. M. Lauterman exhibited several large 
calculi giving the clinical histories, procedure of removal and after- 
results, in the different cases. ; 

Case Report: Fragilitas ossium, by Dr. Alton Goldbloom. 
This paper was published in the Journal last July, page 636. 

Discussion: Dr. F. M. Fry: I do not believe that this con- 
dition has anything whatsoever to do with ricketts. As the trouble 
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in this particular case began at the end of infancy, it is a pity the 
patient is unable to tell us whether he was a full term child or not, 
‘also about his feeding and nutrition in the first year of life. Years 
ago I had a chance to see a similar case at the other end of life 
in a very old lady in an Old Ladies’ Home and her fractures appeared 
much more quickly than they were cured, a very slight turn in 
bed would be sufficient to cause a break. This I suppose, was 
caused by some lack in metabolism as was the present case. 

Dr. Norman Viner: I have a family where there is quite a 
tendency to this condition though the parents are quite healthy. 
Two of the children died lately, one of poliomyelitis, one has 
tuberculosis and the other three, boys, have had five fractures 
between them, mostly of the clavicle, and all without apparent 
cause. Their sclerotics are not China blue, but they are somewhat 
tinted. 

Dr. A. Goldbloom: I am very sorry I was unable to ascertain 
from the patient the nature of his feeding in infancy, but from the 
fact that he was a farmer and his parents were farmers it would 
seem that he probably was well nourished. With regard to Dr. 
Fry’s case of the old lady there is quite a distinction between that 
form and the idiopathic. There is also a decided difference in the 
character of the bone; in fragilitas ossium the calcium is not de- 
posited whereas in the senile condition it is rather excessive. 

Paper: The paper of* the evening was read by Dr. W. J. 
Scott and illustrated with lantern slides by Dr. S. O. McMurtry, 
both recently returned from China. The subject of the paper was, 
“Medical conditions in China.” 
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